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MEDICAL CARE FOR THE PRISON POPULATION 

WEDNESDAY, JULY 17, 1991 

HOUSE OF REPRESENTATIVES, 
SUBCOMMITTEE ON INTELLECTUAL PROPERTY 

AND JUDICIAL ADMINISTRATION, 
COMMITTEE ON THE JUDICL\RY, 

Washii:gton, DC. 
The subcommittee met, pursuant to notice, at 10:20 a.m., in room 

2141, Rayburn House Office Building, Hon. William J. Hughes 
(chairman of the subcommittee) presiding. 

Present: Representatives William J. Hughes, Greorge E. 
Sangmeister, Carlos J. Moorhead, Howard Coble, Hamilton Fish, 
Jr., and F. James Sensenbrenner, Jr. 

Also present: Hayden W. Gregory, coiuisel; Elizabeth Fine, 
assistant counsel; Veronica L. Eligan, staff assistant; and Joseph V. 
Wolfe, minority counsel. 

OPENING STATEMENT OF CHAIRMAN HUGHES 
Mr. HUGHES. The Subcommittee on Intellectual Property and 

Judicial Administration will come to order. 
I apologize for the delay, but, unfortunately, we've been waiting 

for a quorum. 
Good morning. The Chair has received a request to cover this 

hearing in whole or in part by television broadcast, radio broadcast, 
still photography, or by other similar methods. In accordeince with 
committee rule 5(a), permission will be granted unless there is ob- 
jection. 

[No response.] 
Mr. HUGHES. Hearing none, such coverage is permitted. 
We are here today to address an important issue regarding our 

Nation's prison system: medical care for the prison population. 
Anticrime legislation, enacted by Congress, has brought about a 
marked increase in the Federal prison population. Ten years ago 
the population stood at 23,000; 2 years ago it was 49,000; 3 months 
ago it was at 61,500, and today it is over 63,000 inmates. Congress 
must now make certain that the Bureau of Prisons has the nec- 
essary infrastructure to keep up with the population explosion. The 
burgeoning population creates a multitude of challenges; among 
these is providing prisoners with proper health care. 

The Bureau of Prisons has an ambitious expansion program in 
place to alleviate prison overcrowding and to make space for the 
growing population. I commend the Bureau of Prisons, and particu- 
larly Director Quinlan, for the vigorous efforts his agency has made 
to manage that growth. 

(1) 



However, programs and services in the prisons, including work 
opportunities, drug treatment, counseling, and health care, are 
strained by the accelerated growth. These services are essential to 
assure saie and humane prison conditions for inmates and staff 
alike. 

Today this subcommittee will consider the adequacy of medical 
care provided in Federal prisons. Prisoners, whether in State or 
Federal institutions, are entitled to receive medical treatment. The 
Supreme Court has held that the deliberate indifference of prison 
officials to the medical needs of the inmate population constitutes 
cruel and unusual punishment in violation of the U.S. Constitution. 

Prison medical care improved generally over the last decade, and 
I am confident that many, if not most, inmates in the Federal pris- 
ons now receive sound medical care and are healthier than they 
would be if they were not in prison today. However, we have re- 
cently learned of a number of troubling cases that suggest in cer- 
tain areas there is still work to be done to fortify the Bureau's med- 
ical care system. 

In particular, I am concerned that certain inmates have had to 
wait unusually long periods of time to get proper medical attention, 
allowing potentially treatable health problems to get out of hand. 
For example, one woman incarcerated at the Federal prison in Lex- 
ington, lOf, recently wrote that after 2 years of medical problems 
and complaints, she was diagnosed as having ovarian cancer. The 
cancer had spread so extensively that even with regular chemo- 
therapy treatments, she may have less than 1 year to live. While 
I understand that ovarian cancer can be difficult to detect, this in- 
mate apparently did not have a routine gynecological exam during 
the entire 2-year period. I understand that another inmate had his 
leg amputated when an infection went untreated for a long period 
of time. Delays of this nature are not only unacceptable from a 
moral and constitutional standpoint, they incur far greater costs in 
the long run than screening and preventive care. 

In addition, medical staff may not always have proper training 
for certain medical procedures they perform. In one recently pub- 
licized case, a Bureau of Prisons doctor performed a specialized 
surgical procedure on an inmate for which the doctor apparently 
haa no appropriate training. A district court in Texas awarded the 
now former inmate $400,000 in damages for negligent surgical 
care. 

I have learned of other problems as well regarding the transpor- 
tation of inmates who are sick, the widespread vacancies in health 
care positions, and the mismanagement of medical records. We 
hope that today's hearing will allow us to determine whether the 
cases that we have learned about to date reflect pervasive problems 
in the Bureau of Prisons' health care system or are instead isolated 
incidents. 

I am certainly aware that the very best doctors and the very best 
hospitals cannot guarantee that every patient will recover or that 
medical treatment will always succeed; nor are these hospitals and 
their medical staffs entirely insusceptible to error. We also under- 
stand the unique problems and security concerns that the Bureau 
faces in providing medical care to a prison population. We do not 
attempt to judge the Bureau by an unrealistic standard or suggest 
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that it implement medical procedirres that would threaten the se- 
curity of staff. 

We are holding today's hearing as a starting point. I plan to visit 
a number of Bureau of Prisons facilities, including the medical fa- 
cilities in Springfield and Rochester, in order to assess conditions 
firsthand. Indeed, just within the past 10 days, I traveled with Di- 
rector Quinlan to Marion, IL, to visit that particular facility. It's 
my hope to visit another facility later this week. So, I'm making 
an effort to take a firsthand look at the prisons. 

I know my colleague from California, the ranking Republican, is 
interested in those visits, and my colleague from North Carolina, 
Mr. Coble, spent a day with me. Just 1 week ago, we visited Mar- 
ion. I appreciate his traveling with me. I know he could have been 
back in North Carolina doing many other things, and I appreciate 
that. 

We also hope to later explore questions regarding mental health 
treatment, AIDS, and women's health care. I really look forward to 
the testimony this morning and to working constructively with the 
Bureau of Prisons on this and many other issues during this and 
future Congresses. 

The Chair recognizes the distinguished gentleman from Califor- 
nia, Mr. Moorhead. 

Mr. MOORHEAD. Well, thank you, Mr. Chairman. 
Needless to say, the issue of corrections with all of its many fac- 

ets is a very important part of this subcommittee's jurisdiction. In 
that regard, I want to commend you, Mr. Chairman, for scheduling 
this hearing on medical care in the Federal Bureau of Prisons as 
well as your announced intention to look at several other issues in 
the corrections field. 

The challenge to provide safe, effective, and humane medical care 
in a prison setting is a daunting challenge. Today that challenge 
for the Federal Bureau of Prisons is compounded, I believe many 
times over, by the unprecedented growth of the Federal inmate 
population. Such rapid growth can't help but significantly strain all 
the Bureau's programs and resources, and not just those related to 
medical care. 

Today we will hear from several distinguished witnesses as we 
look for constructive approaches and recommendations as to how 
the Federal Bureau of Prisons can best provide a system of medical 
care for its inmates. I've had a chance to visit Atlanta, Marion, and 
Marianna and other prisons across the country. In each instance 
we've looked at the medical care that's provided in those institu- 
tions. They have a large population, and it's very difficult to take 
care of every single need that the inmates may have. However, as 
I look at some of the more elderly of the patients and those who 
are chronically ill, it would seem to me that we as a society could 
find some better way of taking care of those that are obviously not 
going to be able to do any damage out in the world. Here they are 
dying from lack of what they need, almost constant care, in the 
prisons, and it's a real problem for the prison authorities as well 
as for the inmates and their families. 

I've had constituents in similar circumstances, and I know as 
they get up in years they get sick and they're still in prison. It 



would seem to me that we could do better than warehousing them 
in those later years. 

I don't know what we need to do as far as medical care for the 
average individual that's in prison. Perhaps if there were periodic 
examinations, at least we would be able to see about the problems 
that you had with the woman who came up with ovarian cancer. 
Surely they should have the annual gynecological examinations 
that others on the outside need in order to maintain their health. 

It is a problem. It's one that we need to look at and we need to 
find some answers to. I think that we can do that. I certainly want 
to join you, Mr. Chairman, in commending Mike Quinlan for the 
job that he is doing. Certainly he has brought modem technology 
to the prisons of our Nation. He should be commended for it. 

Thank you, Mr. Chairman. 
Mr. HUGHES. I thank the gentleman from California. 
Do any other members have an opening statement? If not  
Mr. SANGMEISTER. Just a few words. 
Mr. HUGHES. The gentleman from Illinois. 
Mr. SANGMEISTER. I'd like to commend our chairman also for get- 

ting into this particular area. I'd expect if you'd talk to the average 
American out there, he could care less what the health care is m 
our Federal penitentiaries, but that is something that this commit- 
tee cannot ignore. Mr. Chairman, you should oe commended for 
foing forward. It will be interesting to hear from witnesses we 
ave here today. 
I would have liked to have made the trip to Marion with you a 

week or two ago, whenever it was you went. I have been there 
twice before. Obviously, it's in my State. I also thank you for taking 
the time to go to Marion to see firsthand what's involved there. 
We're looking forward to the testimony of the witnesses today. 
Thank you. 

Mr. HUGHES. I thank the gentleman. 
The gentleman from North Carolina. 
Mr. COBLE. Mr. Chairman, I would be remiss—if the gentleman 

who didn't go to Marion commended you for the trip. I think I who 
did accompany you should at least comment briefly. I think the trip 
to Marion was a very meaningful day. I think we all benefited from 
it. I look forward to hearing the testimony that will be presented 
today, even though I have another Judiciary subcommittee hearing 
going on now. I may have to split my time between the two. But, 
the trip to Marion was a good trip, and I regret that others couldn't 
have made the trip with us. 

Thank you, Mr. Chairman. 
Mr. HUGHES. I thank the gentleman. 
We are now pleased to welcome Mr. J. Michael Quinlan, the Di- 

rector of the Federal Bureau of Prisons, and Dr. Kenneth 
Moritsugu. the Assistant Director for Health Services. Mr. Quinlan 
has served as the Director of the Federal Bureau of Prisons since 
1987 and has done an outstanding job setting high standards for 
government service. 

Dr. Moritsugu is an Assistant Surgeon General and the Medical 
Director of the Federal Bureau of Prisons. He's responsible for the 
health care of over 63,000 Federal inmates and detainees. Durine 
his tenure, the inmate population has increased dramatically, and 



the iob of pTX)viding medical treatment for the prison population 
has become that much more challenging. 

We thank you for appearing today, Mr. Director and Doctor. We 
have your prepared text, which is extremely comprehensive. With- 
out objection, it will be made a part of the record in full. We hope 
you can summarize for us, but you made proceed as you see fit. 
Welcome. 

STATEMENT OF J. MICHAEL QUINLAN, DIRECTOR, FEDERAL 
BUREAU OF PRISONS, ACCOMPANIED BY DR. KENNETH 
MORTTSUGU, ASSISTANT DIRECTOR FOR HEALTH SERVICES 
Mr. QuiNLAN. I'd like to thank you and the other members of the 

subcommittee who have taken the time out of your very busy 
schedules to visit Federal institutions. That is not only important, 
as you point out, to learn about the concerns and issues firsthand, 
but it's also sends a very reassuring and positive message to the 
staff of the Bureau of Prisons that ;you care and are interested in 
the issues that we deal with on a daily basis. 

I would like to take a few minutes to point out a couple of issues 
that are included in my testimony that I think are important to 
summarize. First of all, it is the mission of the Bureau of Prisons 
to provide essential medical, dental, and mental health care con- 
sistent with community standards. We should provide no less, and 
I agree with the comments that were made in the opening state- 
ments. We have a high obligation from which we do not shirk, and 
we will move ahead together to improve as situations warrant. 

We believe we provide, quality care in a very cost-eflFective man- 
ner. We have a very professional staff who are dedicated and hard- 
working, and work under sometimes very trying conditions. About 
a quarter of our staff are Public Health Service career profes- 
sionals. The balance of the staff are civil service employees. The 
civil service employees sometimes have a very difficult time staying 
with us for a career because of the disparity in pay that exists in 
the community health positions. It's hard to recruit and it's hard 
to retain people. But, it's also very difficult for us to recruit physi- 
cian assistants and nurses in a nation which has shortages of^those 
people in the noncorrectional world. 

The Bureau of Prisons augments to a very large extent our own 
in-house medical staff with outside community consultants. There 
is practically no situation that is beyond just the routine type of 
care that we don't use, either through verbal consultation or in-per- 
son consultation, outside consultants. We will continue to work 
with the community in providing that kind of overall medical care. 

Inmates sometimes use services based on their wants and de- 
sires, not fully understanding and being able to distinguish what 
is a medical need and what is merely something that they might 
want to have. That does tend to overutilize the medical services 
that we do have available. 

It will probably surprise you to know that 10 percent of the 
63,000 Federal prisoners use our medical services today and every 
day that we operate. And we operate, obviously on a 5-day-a-week 
basis, full medical services. So, the access of prisoners to health 
care is generally better than the access that firee Americans have 
to health care in the community. 
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The critical point here also is that prisoners don't generally have 
a good history in dealing with medical problems. Many of them 
come from poor backgrounds where they did not have access. Many 
of them come from countries where there was no readily available 
medical care. 

We calculate, based on the fact that many of our offenders have 
abused drugs and other substances before incarceration, that their 
physiological age is about 6 to 10 years older than their chrono- 
logical age. That makes the need for our medical services for a pris- 
on service that has an average offender at age 37 needing more 
medical care than one would normally think. 

Inmates have access to certain facets of our medical care vir- 
tually 24 hours a day in cases of emergency. There's dailv sick call 
in our institutions when medications are available. All of these 
services are provided at no charge. 

The medical staff that we employ are all licensed. There have 
been criticisms leveled against the Bureau of Prisons because we 
formerly had one physician who was unlicensed and practicing at 
one of our facilities. That physician is no longer providing direct 
Eatient care. The reason he worked for us unlicensed was because 

e was not required by the Public Health Service to have a State 
license. That rule has changed, and he is now in the process of ob- 
taining a license. Every physician providing direct physician serv- 
ices is licensed by one or more States. 

The Bureau has sustained a great deal of criticism in the media 
over the past few years. I think some of it mav have been deserved 
and some of it may have been sensationalized, based on a few ex- 
amples taken out of context maybe—in the large context of a prison 
system that is providing daily medical care to 63,000 individuals. 

I do not believe that we should escape criticism for any mistakes. 
I believe we should be appropriately sanctioned and criticized. But, 
it is unfair, I believe, of the media to sometimes assume that we 
should be perfect. We are not perfect. We will never be perfect, al- 
though together I think we can work toward a better system than 
we have today. 

The important thing is that we continue to recognize the impor- 
tance of quality care. We have subjected ourselves to not only inter- 
nal reviews, but audits by the Joint Commission on Accreditation 
of Health Care Organizations, as well as the American Correctional 
Association. We have now employed a full-time quality assurance 
manager who is working diligently to ensure that our programs not 
only provide quality care, but also that the outcomes of the work 
that we do are the outcomes that were desired. 

We put a lot of attention on promoting good health in our institu- 
tions. We don't just look at this as a service that we are going to 
ftrovide to individuals who become ill. Rather, we look at it as a 
ong-term preventive care environment where we can promote in- 

mate wellness, heart-healthy meals, health education, chronic care 
clinics, and the concept that inmates must take responsibility for 
their health. 

There are several issues that we have experienced in the past, 
as you mentioned in your opening comments, about medical records 
ana medical transportation. I assure you, and I will continue to as- 
sure you, that I will direct full attention to these problems. We are 



not where we need to be. It will take continued emphasis on our 
part. We have the resources to do it. It's a question of making sure 
that we do it right. 

We have a number of our oflFenders now who are suffering from 
HIV infection. This is a problem that is inherent around the Na- 
tion. I think we do as good a job as can be done to provide quality 
care for people who are infected with the AIDS virus. We were rec- 
ognized by the President's Commission on the HIV Epidemic as 
being a model for prison systems in the provision of quality care 
for HFV-infected people. 

We believe fully in the concept of educating our staff and inmates 
on the dangers of making improper contacts with persons where 
bodily fluids might be involved, and so that is our primary mode 
of defense against the spread of the disease within the prison. We 
believe that the prisoners who have AIDS in the Federal prison 
system are receiving the same treatment as those in the commu- 
nity. We have a hospice program for those who are suffering from 
terminal illnesses, and we nave on occasion released prisoners 
early if their family has requested it and they have the resources 
to manage their cases within the community. 

That's just a brief summary, Mr. Chairman, but I appreciate the 
opportunity. We'd like to answer any questions you might have. 

Mr. HUGHES. Thank you very much, Mr. Director. 
[The prepared statement of Mr. Quinlan follows:] 



PREPARED STATEMENT OP J. MICHAEL QUINLAN, DIRECTOR, FEDERAL 
BUREAU OF PRISONS 

Mr. Chairman and members of the Commillcc, I appreciate the opportunity to appear 
before you to provide an overview of medical care in the Federal Bureau of Prisons. 

Overview 

The health care mission of the Bureau of Prisons is to provide essential medical, dental, 
and mental health services to inmates by professional staff consistent with acceptable community 
standards, in a cost-effective manner. 

Essential health care includes emergency care such as for a heart attack or appendicitis 
as well as care without which an inmate might experience serious deterioration of a condition, 
a reduced chance of recovery, or significant pain or discomfort. Unless there is a specific 
medical or other indication, we do not routinely provide care that may be medically acceptable 
but is not presently necessary, or care that is purely cosmetic in nature. 

Each Bureau facility has a health care unit that provides medical care consistent with the 
needs of its particular inmate population, staffed by qualiOed Bureau health care providers. 
Each provider is appropriately licensed, certified, or otherwise credentialled, consistent with 
applicable regulatory requirements. The Bureau complements and augments its internal facility 
and professional assets with locally available resources, consistent with community standards, 
utilizing external consultants as well as hospital and other diagnostic and therapeutic resources 
as appropriate. 

We acknowledge that medicine is not an exact science, in the community at Urge, as well 
as within the Federal Bureau of Prisons. As with any large health care system, the Bureau's 
system has elements that are outstanding and others that could be improved. We do not purport 
to be perfect, but we continue to strive for excellence in our services. We continuously evaluate 
our system, to identify strengths as well as weaknesses, and to develop actions for improvement 
when we identify problems. 

Access and Range of Services 

Because of constitutional and other legal considerations, inmates may have access to 
health care not regularly available to the average tax-paying, law abiding citizen. Our 
institutions hold regular sick call five times a week, and emergency care is available around the 
clock. Our system provides the full spectrum of services to assure appropriate treatment, from 
primary care ambulatory services, to specialty consultations, to hospitalization and even hospice 
care where necessary and appropriate. This includes medical, dental, as well as mental health 
services. 

Wellness, Health Promotion, and Disease Prevention 

Moreover, as pan of the Bureau's commitment to wellness, and consistent with educating 
inmates to talce an increasing responsibility for a healthy lifestyle, both while incarcerated, as 
well as after their release, we endorse and actively promote the concepts of health promotion 
and disease prevention. To this end, we offer programs in preventive care, such as chronic care 
clinics providing continuity of care as well as health education to inmates with particular medical 
needs. 

ooouui 



Our food service program emphasizes heart healthy diets and nutrition education. We 
prepare food using little fat and salt, and offer alternatives to fried foods. We encourage 
inmates to make wise dietary choices by offering such items as fresh fruil and salad bars. 

Utilization of Services 

A major difficulty we face is the tremendous level of utilization of services by inmates. 
Inmates, in general, have not had access to good medical services prior to incarceration, or have 
not taken good care of their health. We also have a large number of individuals from countries 
with substandard health care practices. Many Federal inmates have histories of drug or alcohol 
abuse which places additional stress on our health care system. With this in mind, our 
physicians feel that conceptually the physiological age of many of our inmates is 6 to 10 years 
greater than their chronological age, and they often experience the health care problems of 
individuals much older than their stated age. 

There are few costs or disincentives for inmates, who may often overutilize health care 
services by attending to their individual wants, rather than true health care needs. In addition 
to bona-fide medical needs, some may use a visit to the health service unit as a work diversion, 
a social event, or an opportunity to break the boredom of institutional living. Upwards of ten 
per cent of an institution's population may demand health care attention on a given day. This 
utilization creates tremendous pressure on a system which is responsible for the care as well as 
the custody of these individuals. 

Human Resources 

Perhaps the most critical issue is human resources. With our rapid expansion from 
approximately 48,000 inmates S years ago, to over 62,000 inmates today, to a projected 98,800 
inmates by 1995, we will continue to experience tremendous pressures in recruitment and 
retention of health care professionals, to meet the health care needs of this group. 

Part of the concern about medical care in the Bureau centers around misperceptions of 
our medical personnel's qualifications and abilities. On March 17, the CBS 60 Minutes program 
broadcast a segment titled 'It's the Law,' which grossly misrepresented our agency and was 
unfairly critical of the quality of care available to Federal inmates. We fiimished the producers 
with medical statistics and records, feunlitated their visits to institutions, and coordinated their 
requests to interview staff and inmates. Despite our cooperation, CBS selectively edited the 
segment to present an unbalanced view of inmate health care delivery in the Bureau. 60 Minutes 
led viewers to make conclusions based on a limited review of only three cases with imtoward 
outcomes. Our medical staff were portrayed as calloused and uncaring, to which I personally 
take very strong exception. I am proud of the Bureau's medical professionals, administrators, 
and support salt and, with them, feel affronted by the 60 Minutes segment. 

Despite difficulties in recruitment and retention, the Bureau of Prisons is fortunate to 
have dedicated, talented, conscientious, and well-trained health care professionals to staff its 
health care program. The system is based on physician assistants as the first line of health care 
response, a profession which is specifically trained to function as primary assistants to the 
physician, to provide a high level of care to our inmates under the direct supervision of a 
physician. A significant number of our physicians have completed specialty residencies, and are 
board eligible or board certified. 
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To complemeni Bureau of Prisons medical suff, the U.S. Public Health Service (PHS) 
provides the Bureau with physicians, dentists, psychiatrists, nurses, psychologists, hospital 
administrators, and pharmacists. Wc have approximately 3S0 PHS orOcers assigned to the 
Bureau - 22 percent of our health care employees. However, even the PHS is limited in its 
ability to meet all our requests for care providers. 

One recruitment source for a number of years has been the Public Health Service's 
National Health Service Corps, which provides obligated scholars for service in underserved 
areas, including Bureau institutions. However, with reductions in the program, this source of 
medical staff is drying up. Based on our growth, we continue to pursue recruitment strategies 
aggressively. 

Three years ago, our staffing complement in health services had deteriorated to a 26 
percent vacancy rate in the aggregate. As a result of an all-out initiative to address this critical 
need, we were successful in reducing that vacancy rate in health care personnel to 10 percent 
by 1991. Still, our inability to fully staff facilities has led to some recent public image 
problems, although for the most part we have been able to complement our staffing shortfalls 
with local community resources. Additionally, with the continuing rapid growth of the inmate 
population, our health provider needs will concomitantly increase, and we will have to maintain 
our focused efforts to recruit and retain increasing numbers of health professionals. 

Inability to effectively compete with private sector health care systems and other 
attractions of private practice is a major problem in the recruitment and retention of these 
necessary human resources. Despite our efforts to communicate the attractions and satisfactions 
of practicing correctional health care, we cannot adequately respond to private sector salary 
scales two or even three times the maximum we can offer. 

The American Academy of Physician Assistants reports that six job offers exist for every 
newly graduating physician assistant; that in certain metropolitan areas, physician assistants can 
earn in excess of $50,000 annually; and that the output of Physician Assistant Training Programs 
cannot keq) up with the demand for their graduates. 

The nursing shortage is acute across the nation; and in cities in which the Bureau's major 
medical centers are located, a bidding war has erupted to attract nurses from one private hospital 
to another. Nurses are receiving cash bonuses from one private hospital just for showing up to 
work, and in other cases, are receiving full weekly salaries for compressed work weeks. 

It is difficult to attract physicians from private practices where they may be making over 
$250,000 annually, to a maximum government salary of under $110,000, including the special 
physicians compsurability pay. 

Among our strategies, we now waive maximum age restrictions for physicians and 
physician assistants, raise age limits and exercise maximum flexibility in work schedules for 
nurses, provide a generous continuing professional education program, and publicise that Federal 
physicians do not need to pay staggering malpractice premiums. Nevertheless, the inability to 
offer competitive salaries has severely hampered our ability to recruit and retain the numbers 
of quality health care providers we would like to have in our system. 
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Our recruilmenl would be signiHcantly enhanced if we had the ability to orfer competitive 
salaries. In view of the continuing competition in the non-Federal sector, health professional 
pay scales indexed to community levels, would be preferable to simply raising salaries within 
a mandatory, nation-wide cap, which would quickly be matched and exceeded by private 
systems. 

Ptstription pf thf System 

The care we provide at any facility is based on the size and characteristics of the inmate 
population. Each Bureau facility operates, at a minimum, a primary care, ambulatory clinic 
staffed by licensed physicians, dentists, nurses, physician assistants, and other providers. To 
the extent necessary, we augment our internal services with community consultants, to provide 
care consistent with community standards. 

Where indicated, we transfer inmates requiring more extensive or extended hospitalization 
or specialty care to one of our seven specialized medical centers, which use both in-house staff 
and community medical resources to provide such services. The Federal Correctional Institution 
in Burner, North Carolina, has a mental health care facility for 138 male inmate-patients. The 
Federal Medical Center in Carville, Louisiana, is a chronic care unit which will house 
approximately 200 male inmates. The Federal Correctional Institution in Fort Worth, Texas, 
has a chronic care and skilled nursing facility for 22S male inmates. The Federal Correctional 
Institution in Lexington, Kentucky, is our major medical and psychiatric center for female 
inmates, with a capacity for 199 female inmate-patients. The Federal Medical Center in 
Rochester, Minnesota, is primarily a medical and psychiatric treatment center with a capacity 
of 371 beds, mainly for male inmates. The Medical Center for Federal Prisoners in Springfield, 
Missouri, is primarily a medical and psychiatric treatment center with capacity for 730 male 
inmate-patients. The Federal Correctional Institution in Terminal Island, California, has a 13- 
bed infirmary for male inmates on the West Coast. 

In view of our immediate as well as projected needs stemming from the rapid growth of 
the inmate population, as well as our projected needs for long-term hospital beds as we project 
a gradually 'greying' population, we have embarked on an ambitious expansion program for 
increasing our hospital bed capacity throughout the system. We have entered into a teiuuit 
agreement with the U.S. Public Health Service for utilization of a portion of the Gillis W. Long 
Center in Carville, Louisiana, as a long-term care facility, with the intent of gradually increasing 
our presence and the number of hospital beds at that site. Further, we have developed a plan 
for the construction of approximatdy 2500 new hospital beds over the next decade, located 
principally as part of our fiiture correctional complexes, to accommodate projected needs. The 
first of these, the Federal Medical Center at Butner, North Carolina, will be constructed as part 
of the Federal Correctional Complex, and should be on line in 1995. Additional Federal 
Medical Centers will be programmed into future budget requests beginning in FY 1993. 

As part of our ongoing facility maintenance program, we are carefully assessing our 
existing special medical facilities to determine their period of useful life, and the amount of 
maintenance each will require as their missions evolve according to system needs. 
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Inmate ' ransportation 

Coordinating inmate transportation to and from medical centers is a complicated task, 
given the geographic spread of institutions and the extensive network of U.S. Marshals Service 
airplanes and Bureau of Prisons buses traveling across the country. This network allows for the 
systematic transfer of about 35,000 Federal inmates and detainees each year. In 1990, we had 
5,117 medical transfers. Of these, 3,103 were to a medical referral center - some using the 
inmate transportation system and some on special air charter flights. In other cases, we 
transferred inmates to another facility that is not a specialized medical center, but which has the 
in-house capability or specialized community assets necessary for particular procedures. 

Inmates who require emergency care are usually taken to a hospital near their institution. 
Those who can be transported greater distances for emergency care are flown by air charters to 
a Bureau medical facility. Individuals whose medical conditions do not require emergent local 
care or immediate air transportation, routinely travel by surface vehicles to a Bureau medical 
facility. While such travel might mean extended bus rides or intermittent stops in holdover 
facilities as we attempt to move inmates efficiently throughout our nationwide system, we do so 
only within the dictates of sound medical judgment, and do not utilize this mode of 
transportation to move an inmate who is not medically stable, or whose medical condition would 
be a contraindication. 

Managed Care 

Our goal is to provide quality patient care that is consistent with community standards, 
and to manage our system using proven administration principles. Our emphasis on managed 
care stresses continuing quality improvement coupled with aggressive cost containment. 

As in society in general, the Bureau has seen a dramatic increase in medical costs. Total 
costs for 1990 were $140 million, approximately $2,500 per inmate. In addition to an increase 
in medical care costs within Bureau facilities, the Bureau has incurred even greater increases 
when inmates require community hospitalization or consultant services provided by outside 
specialists. 

Between 1980 and 1990, the Bureau's costs associated with outside medical care for 
Federal prisoners rose from $4.1 million to $41 million. Because of the growing number of 
inmates and the complexity of their medical problems, such as AIDS, the Bureau has had to seek 
more assistance from outside medical resources. 

Quality Management 

One of the hallmarks of the Bureau is its ability to address the concerns of inmates. 
Wardens and other institutional staff make themselves personally available to inmates during 
daily walks through the institution. During that time, as well as on other occasions, inmates 
may express their concerns about any issue regarding their care or custody. In the event these 
informal contacts do not resolve a problem, a formal administrative remedy process is available, 
through which an inmate may seek increasing levels of relief through defined appeals processes. 
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The Bureau is commiued to validation of its operations, through the use of recognized, 
formal organizations whose specific mission is to review instititutional policies and practices. 
To that end, in addition to formal internal program reviews conducted by staff of the Bureau's 
Program Review Division, the Bureau actively participates in the accreditation programs of the 
American Correctional Association, and of the Joint Commission for the Accreditation of HeaJth 
Care Organizations (JCAHO). Five of our seven specialized medical institutions are fully 
accredited by the JCAHO. We plan to seek accreditation for our hospital operation at the 
Federal Medical Center in Rochester, Minnesota by the end of this calendar year, and for our 
long-term care facility at the Federal Correctional Institution at Fort Worth, Texas, upon 
completion of an 83 bed hospital at that location. 

To further advance quality assurance in our health care operations, we have established 
an Ofrice of Quality Management, and have hired a full-time physician, board-certified in quality 
assurance, to manage the program. This program has implemented health care review processes 
similar to those widely used in the community. While each institution has some form of internal 
quality assurance program designed to objectively monitor and evaluate the medical care it 
provides, we need to continue to increase, reHne, and systematize these activities. When 
questionable outcomes occur, the Bureau uses outside experts or internal review teams to 
conduct independent reviews. The Office of Quality Management is responsible for canying 
out this aspect of our health care mission. 

Our internal process uses teams consisting of physicians, senior health systems 
administrators, and senior correctional services administrators for reviews of either specific cases 
or the general delivery of care. We have established a Quality Management Advisory Group 
to assist in the development of programs that mirror standard community practices. 

Complaints, Claims, Settlements, and Judgments 

One indicator of the quality of care we provide is complaints from inmates, through our 
internal administrative remedy process, or through the courts under habeas corpus requests or 
actions under the Federal Tort Claims Act. 

At our Medical Center for Federal Prisoners in Springfield, Missouri, the number of 
medical administrative remedy requests filed is generally dropping over the past several years, 
from 31 in 1987, to 28 in 1988, 19 in 1989, and 24 in 1990. In the first three quarters of 1991, 
inmates filed a total of 9 requests; annualizing results at 12 anticipated requests. Of those filed, 
only 22 have been granted over the past 3 years, and none in 1991. Cases filed in medical 
habeas corpus actions have similarly dropped, from 79 in 1987, to 33 in 1988, 35 in 1989 and 
51 in 1990. Of these nearly 190 cases filed, only 18 have been granted. In the first three 
quarters of 1991, of the only 7 habeas actions filed, none have been granted to date. The 
number of medical litigation cases (tort or Bivens) filed has also dropped, from 17 in 1987, 10 
in 1988, 9 in 1989, 11 in 1990, and 4 to date in 1991. Of the 51 cases fUed, 33 have been 
dismissed to date, with 18 remaining to be resolved. 

The institution at Springfield has provided care for about 10,000 inmate-patients in the 
past five years. During that time, there has been only one adverse monetary judgment against 
the government, for $91,000. While a second adverse medical judgement involving care at 
Springfield resulted in an award of $400,000, that decision is currently is under consideration 
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for appeal. 

Further, over the past three years, systemwide the Bureau has had 22 settlements or 
adverse judgments in medical cases, totalling $3.6 million dollars, an average award of 
$165,000. 

For any institution such as Springfield, or for any system such as the Federal Bureau of 
Prisons, to be able to present such a minimal record of complaints, settlements, or judgements, 
is noteworthy, particularly when the average jury verdict in medical malpractice cases in the 
community is $1,109,660 (the average jury verdict amount for the Bureau over the last 3 years 
has been $178,677), There are few hospitals or health care delivery systems in the private 
sector which can present such a record. With an estimate of well over 1 million patient contacts 
a year in our system, we believe we are continuing to provide high quality health care, at least 
as good as that found in the community at large. 

Mental Health Programs 

In the Bureau, we believe in the inherent dignity of all human beings and their potential 
for improvement. A key dimension of this commitment is the development of programs to 
identify, diagnose, treat, and rehabilitate inmates who suffer from mental illness. These 
programs are designed around standards promulgated by the American Psychiatric Association 
and the Joint Commission on Accreditation of Health Care Organizations. Our mental health care 
systems are designed to provide appropriate services to those in need. 

Our major mental health programs and resources are concentrated at the four inpatient 
psychiatric referral centers in Burner, North Carolina; Lexington, Kentucky; Rochester, 
Minnesota; and Springfield, Missouri. In addition, we offer mental health diagnostic, evaluative, 
and treatment services by psychiatrists, psychologists, and other mental health professionals at 
other facilities. 
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We have created an interdisciplinary Mental Health Advisory Group to meet the 
challenges of an expanding population and the development of facilities for Iheir custody and 
humane care. The Advisory Group has developed the model for a multilevel, stratified mental 
health system. As proposed, this system will build upon our existing network to form a 
comprehensive and integrated system with preventive, intermediate, chronic, and acute services. 
It will be sensitive to subpopulations whose special needs render them particularly vulnerable 
to mental illness or who require other special attention: foreign-born offenders, the mentally 
retarded, substance abusers, and the elderly. Further, it will utilize greater mobility of inmates 
among facilities appropriate for their conditions, to assure that each will receive the right level 
of mental health care, without unnecessary duplication of services at multiple sites. While fully 
implementing this system over the next several years will require modification of missions at 
certain institutions, some physical plant renovation to accommodate mental health living and 
treatment units, and additional mental health staff, it will be considerably less than the creation 
de novo of several multilevel mental health institutions. As we further define these resource 
requirements, we will bring our requests to the Congress. 

HIV and AIDS 

The Bureau understands the medical, legal, and ethical concerns revolving around the 
rights of HIV-infected inmates, AIDS patients, and uninfected individuals. Our approach favors 
the provision of the least restrictive measures consistent with the orderly management of our 
institutions. We place a great deal of emphasis on prevention, as exemplified in our initiatives 
in HIV education and counseling. Our overall program is fully consistent with the 
recommendations of the Centers for Disease Control. 

Our education program is directed toward both staff and inmates, to ensure more 
responsible behavior and a continued low viral transmission rate. Within the context of 
universal precautions, the underlying presumption in all policy and training is that blood, semen, 
vaginal fluids, or any body fluids containing visible blood should be considered contaminated. 
Inmates receive education upon first arriving at our institutions during admission and orientation. 
Employees receive education regarding HIV transmission upon initial employment and annually 
during refresher training. Both groups receive both written and videotaped educational material 
on an ongoing basis. 

The Bureau tests the following categories of inmates for the presence of HTV antibodies: 
(I) A sample of newly committed inmates who receive additional tests at regular intervals to 
monitor the rate of viral transmission; (2) All inmates prior to release; (3) All inmates who 
volunteer to be tested; and (4) All inmates displaying clinical signs of HTV infection. In the 
interest of confidentiality, only those staff who have a need to know are informed that an inmate 
is HIV-positive. 

Inmates who test positive for the presence of HIV antibodies receive state-of-the-art care 
consistent with community standards. Clinical staff dispense AZT and pentamidine to appropriate 
inmates. HIV-positive inmates remain in the general population as long as they do not require 
acute care. Our emphasis on education, universal precautions, and professional management of 
HIV-positive inmates has rendered isolation unnecessary. All institutions provide nonacute care 
through in-house resources or contract services. We hospitalize those requiring inpatient care 
at our medical referral centers in Springfield, Missouri; Rochester, Minnesota; and Lexington, 
Kentucky. In these settings, inmates have access to numerous medical specialties, either at the 
institution or through visits to community-based facilities. 
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We believe thai we huve a program far ahead of other correctional systems, a program 
that has been specifically cited by the President's Commission on the HIV Epidemic in 1988 as 
a model for other systems. With one exception, our program is also fully consistent with 
recommendations of the National Commission on AIDS, as noted in its recent report published 
in 1991. Because of our dual responsibilities of care and custody, we do not feel that issuance 
of condoms to inmates is appropriate in our system, and do not agree with that recommendation 
of the Commission for the Federal Bureau of Prisons. 

Humane and Sensitive Care 

Our hospice programs recognize and affirm the human dignity of terminally ill inmates. 
We designed the program to help dying inmates work through the grieving process, build 
stronger relationships with their families, address personal issues before death, and accept death 
with peace and dignity. 

As is evident, the unique setting of a correctional institution certainly presents nuances 
in the provision of medical care. Inmate accountability does not allow for "walk-in" access to 
the health care unit at all times. Sick call assessments and pill lines for the distribution of 
medication are scheduled to meet the population's needs, within the parameters of security. Our 
hospice program is a tangible example of our commitment to humane treatment, a commitment 
that transcends the Bureau. We continually address the issue of sensitivity toward inmate health 
concerns by all employees, not just health care providers. 

Summary 

In closing, the Bureau is committed to providing quality health care to its inmate 
population. Our health care system is dominated by physician-directed and physician assistant- 
implemented care ztui offers inmates an unusually high degree of access. Despite a demand- 
driven system, unconstrained by "marketplace" limits, health care needs are met or exceeded. 
We have an evolving program review process to address the rare questionable clinical outcomes. 
We implement corrective actions as necessary to maintain our high standards. External expert 
reviews show that we are providing a level and quality of care for inmates that is comparable 
to that available to the average law-abiding, tax-paying citizen. Further, administrative remedy 
requests and tort claims data foil to support the contention that we are providing poor or 
inadequate care as a total system. Nonetheless, we axe constantly refining and expanding our 
clinical care provision and our health care review mechanisms to take advantage of opportunities 
for improvement 

This concludes my prepared statement, Mr. Chairman. I would be pleased to answer any 
questions that you or the other members of the committee may have concerning this important 
area. 
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Mr. HUGHES. What are the most prevalent health problems 
among inmates? 

Mr. QuiNLAN. I'm going to turn that over to Dr. Moritsugu. 
Dr. MORITSUGU. "fiie most prevalent health care problems, Mr. 

Chairman, relate to inmate's past behavior, an environment that 
may not have been the same that you and I may have had, and 
as we have been fortunate not to have had. Individuals come to us 
oftentimes without prior evaluation in the private sector. So, we 
find that we are picking up disease processes that otherwise would 
have been picked up years before in a normal setting. 

Some of the conditions that we are finding are very similar to 
what you would see in the private sector, such as cardiovascular 
disease, as well as chronic lung disease. We see the full spectrum 
of diseases, as you would imagine, in any other large population. 

Mr. HUGHES. Mr. Director or Doctor, what problems do you fore- 
see in meeting the medical needs of special population groups in 
the Bureau of Prisons, including the elderly, inmates infected with 
AIDS or the HIV virus, and women in particular? 

Mr. QuiNLAN. I think the special populations do offer new chal- 
lenges to the Bureau of Prison in providing quality care across the 
gambit of the type of offenders we receive. 'The Bureau has put a 
lot of emphasis on chronic care cases because we have been getting 
more and more individuals who are elderly and are physiologically 
elderly, more so than Uieir years would indicate. We've just ac- 
quired access to a new facility from the Public Health Service in 
Carville, LA, which we will faie dedicating shortly to help us cope 
with the problem of managing chronic care cases. 

We also have implemented from the HIV standpoint, a quality 
program, I think, that affords throughout our system, not in just 
certain institutions but throughout our system, the opportunity to 
mainstream offenders who are infected, so that they can get the 
medical attention they need and yet not segregate them into loca- 
tions where the/re just among other prisoners who are infected 
with the virus. We feel that our approach is the best one. 

In terms of female offenders, I must be quite candid with you. 
I think the Bureau of Prisons was under the mistaken notion that 
female offenders needed about the same medical care as male of- 
fenders at similar points in their life. Quite honestly, through some 
recent interactions that I've had with a number of outside experts 
on the subject of medical care and other issues relating to females, 
I have learned that females in their midthirties have many more 
medical concerns than a typical male offender would have in his 
thirties. For that reason, we are reprogramming our medical and 
other programmatic resources to be more focused in dealing with 
those types of issues for female offenders. 

Mr. HUGHES. Does that include gynecological exams, for in- 
stance? 

Mr. QuiNLAN. I believe I'd let Dr. Moritsugu respond to that. 
Dr. MORITSUGU. Yes, it certainly does, Mr. Chairman. We are not 

familiar with the case that you nave raised. We certainly will be 
looking into it immediately afler this hearing to find out exactly 
the details. Frankly, I am very concerned, as you are, as you have 
raised it. 
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We are very much committed to providing the ftill range of 
health care both to males as well as females, and to that end, are 
designing a systemwide female health care program centered at 
Lexington, KY, and have been aggressively hiring additional gyne- 
cologists to assist us in the design and the implementation of this 
program. 

If I might add to what the Director has said in terms of special 
program needs of the elderly and the geriatric population: As the 
feneral population grows older, so will the population within the 

'ederal Bureau of Prisons. To that end, we have established two 
specialized medical centers, one in Ft. Worth, TX, and the other in 
Carville, LA, to specifically address the needs of the elderly and the 
chronically ill. 

Another program and special need that I'm sure you are familiar 
with is that of the drug offender, and the Director and the Bureau 
have made a specific and special commitment to addressing the 
special needs of this population. 

Mr. QuiNLAN. I would like to add to the response, Mr. Chairman, 
to your question as to what are some of the problems of the prison 
health care system. I think there are two other problems which de- 
serve mention. One is, as I mentioned in my opening comments, 
the recruitment problem. We have a difficult time recruiting health 
professionals in the prison service. One reason is the pay. I think 
in some communities it's just totally disparate. Our pay may only 
be 25 or 35 percent of what a physician or health care provider can 
receive in the community. So, that makes it very, very difficult to 
retain and recruit quality personnel. 

One of the other problems, though, that we're really wrestling 
with, and will continue to work with the committee to try to re- 
solve, is the issue that I mentioned in my opening comments. That 
is the fact that 10 percent of our population will go to our clinics 
and our hospital facilities today. If we took that same percent of 
American people, we'd have 25 million people today going to the 
doctor, and we know that there is no way that the physicians and 
the medical providers in this country could ever handle 25 million 
people in 1 day. 

We have an overutilization of our services because partially, I 
suppose, it's a case of a diversion from maybe a boring environment 
for people who are serving long sentences and they want to go up 
and see a health care provider; or they don't know any better how 
to deal with a headache or a sore throat that you and I might just 
say, well, 111 take a couple of aspirin and I'll just see if I can tough 
it out a little bit. 

We have to find a way, I think, Mr. Chairman, to make our serv- 
ices a little less available, mavbe devise some sort of a disincentive 
for inmates who use—I would say maybe overuse—our services. 
What happens as a result of this heavy use is sometimes staff gets 
worn down quicker than they should on particular inmate prob- 
lems. We do have a number of inmates, unfortunately, who think 
they can manipulate us to an extent. That causes us to maybe turn 
away when we shouldn't turn away from a real problem. 

This is an occupational hazard in working in prisons. I'm not 
shirking our responsibilities to deal with it. I would take the oppor- 
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tunity, though, to answer your question, I think very candidly, and 
tell you some of the issues we have to contend with. 

MT. HUGHES. Mr. Director, the 10-percent number, is that an ac- 
tual count from the various facilities around the country? 

Dr. MORITSUGU. Approximately 3 months ago, Mr. Chairman, we 
were very concerned about what we perceived to be a high utiliza- 
tion rate. This is also something that was brought to our attention 
a couple of years ago bv Dr. Richard Wilbur who had done a survey 
of health care withm the Federal Bureau of Prisons at our request. 
So, we did a random sample of our institutions across the country, 
and the numbers actually ranged between 10 percent and 15 per- 
cent of owe population utilizing health care services on any specific 
day. So, it is a direct count; it is not merely an estimation. 

Mr. HUGHES. Well, I can imderstand. Just with anecdotal experi- 
ences that I have had talking with inmates, some of the mail we 
receive, and talking with others who are familiar with medical care 
in the prison system, I do get the impression that it's very difficult 
to identify the malingerers. There's a tendency, unfortunately, 
when the system is overtaxed to assume that somebody who fre- 
quently seeks medical attention continues to do so for a variety of 
nonmedical reasons: It's somebody to talk to: it's a warm body; it 
gets them out of a work detail, and a whole nost of other reasons. 

But, how do you deal vnth a situation where the health profes- 
sional perhaps becomes somewhat calloused by such a pattern? 

Mr. QuiNLAN. I would like to respond to that, Mr. Chairman, be- 
cause it is something that we have been focusing on very, very 
heavily within the Bureau of Prisons in the past year or so. The 
way that we try to deal with it is primarily through focus and at- 
tention and training. Every time tnat we nave an opportunity to 
speak to physicians and health providers, both Dr. Moritsugu and 
I speak about this problem. If people understand, I think, that it's 
likely to occur, they will be better able to see those situations de- 
veloping and hopefully deal around them and not let them interfere 
with good quality medical care. 

I mention this problem only as a situation that we have to con- 
tend with. It is not an excuse, Mr. Chairman, for not providing 
quality care. I would hope you would never let us off that easy. It 
is our responsibility to deal with it and to make staff aware of it. 

Ken, probably you can provide more specifics. 
Dr. MORITSUGU. If I might, Mr. Chairman, add to the Director's 

comments, that we certainly are very concerned about it, as you 
are concerned. It has to do with an issue of continuing sensitivity 
in a very, veiy difficult environment, particularly when you are not 
exactly certain whether or not a patient's complaints are real or 
perhaps are not quite as severe as maybe originally articulated. 

To that end, I think we have taken several very, very aggressive 
steps. The Director, in a communication that he sends out to all 
chief executive officers throughout the system, has articulated this. 
In videotapes that we have sent around to all staff, the Director 
and I have both addressed this issue of maintaining a high level 
of sensitivity, a high level of index of suspicion because, while there 
may be a certain number of less than absolutely necessary requests 
for health care, within that group there may very well be a very 
valid complaint. The challenge to the health care provider is to re- 
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who really have that need and not overlook those individuals. 

As the Director also mentioned, whenever there are meetings not 
only of health care providers, but also of other correctional profes- 
sionals within the Federal Bureau of Prisons, we take the oppor- 
tiuiity to address this issue of sensitivity. It will be a continuing 
high priority area for the foreseeable future. I do not see this as 
an issue that can be addressed and that will go away iust by men- 
tioning it once or twice. I see this as a continuing challenge for all 
of us. 

Mr. HUGHES. Oh, I think it's an institutional problem. I think 
there is no way to eliminate those periodic visits. Many of the anec- 
dotal cases we've seen perhaps could have been prevented if, in 
fact, the condition had been detected earlier. I suspect that in some 
of these instances it's not hard for the professional, as I indicated, 
to become calloused and to believe that, in fact, it's just another ex- 
ample of faking a condition. But, that's difficult to conclude imless 
you make an effort to listen to them and to be a little more objec- 
tive perhaps than you're inclined to be. 

I see the same thing in casework in my own offices. Caseworkers 
fet burned out. I suspect my colleagues experience the same thing 

ecause we see the same people time and again with a myriad of 
complaints, and it's easy to conclude that they're just complaining 
ag:ain. Periodically, I review with staff procedures and policies to 
reinforce the importance of listening to constituents because in 
many instances they do have legitimate complaints, although you 
get the ones that continually complain. 

There's no easy answer to that, but it seems to me you have to 
continue with your training programs, your educational programs, 
to reinforce the need to listen to complaints, and recommit one's 
self to objectivity. I know that's difficult. I'm not so sure how else 
you can deal with it. 

Dr. MORITSUGU. I appreciate your comments Mr. Chairman. 
There are very many similarities between practicing medicine in 
the private sector and practicing medicine in the correctional set- 
ting, but there are also major differences, as I'm sure you are 
aware. Correctional health care can be very significantly different 
in the practice mode. To that end, we look to see what we may 
have done incorrectly, and we continue to design additional train- 
ing programs to assure that our health care providers will be ade- 
quately prepared to understand the challenges and the nuances of 
correctional health care within an institution. 

Mr. HUGHES. I have a number of other questions, but well go to 
some other rounds. I'm going to recognize the gentleman from New 
York, the ranking Republican on the full committee, Mr. Fish. 

Mr. FISH. Thank you, Mr. Chairman. I appreciate your courtesy. 
As I listened to the last few minutes here, I was reminded of my 

days in the service many, many years ago when the military 
amounted to several million and sick call was a common phenome- 
non. I think it probably presented the same problems to the mili- 
tary doctors as it does to the prison physicians. We might want to 
talk to some of those doctors to see how they handle it. 

But, Dr. Moritsugu—am I pronouncing it right? 
Dr. MORITSUGU. Yes. 
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Mr. FISH. I was interested the other day in hearing about a med- 
ical survey that found a tremendously high incidence of glaucoma 
among minorities, to the point they concluded that it was genetic. 
Second, in the course of the survey, 50 percent of those that were 
discovered with glaucoma didn't know it until they were part of 
this survey. I should think that would be a problem for you and 
the inmate population that you have, considering the remarks you 
made at the beginning of this hearing with respect to the back- 
ground and culture and whatnot. 

So, could I ask you: When an inmate is incarcerated, do you start 
off with a thorough, lon^ physical examination of that individual? 

Dr. MORITSUGU. Yes, sir. According to our procedures, an individ- 
ual initially receives a brief screening to assure that the individual 
does not have any m^or health care problems that would become 
critical in the short time between his or her initial admission into 
our svstem and the time at which that individual would receive a 
complete physical examination. That normally occurs within the 
first 7 to 30 days of the individual's incarceration. 

Mr. FISH. The screening or the physical? 
Dr. MORITSUGU. I'm talking about the full examination. 
Mr. FISH. Which? 
Dr. MORITSUGU. I'm sorry? 
Mr. FISH. Which occurs in the first  
Dr. MORITSUGU. The screening occurs immediately. As the indi- 

vidual enters the institution, in what we call our admissions area 
there is an immediate brief screen. It is superficial, to say the 
least, but is designed to pick up any major problems that could 
occur. 

Then within the first 30 days, and oftentimes much sooner than 
that, the individual receives a complete physical examination. 

Mr. FISH. And, at that time you would hope to have a medical 
record or history of this individual that would alert the medical 
personnel at the institution about this person's condition for the 
time that they're incarcerated? 

Dr. MORITSUGU. The physical examination does include a com- 
plete history as well, yes, sir. 

Mr. FISH. Mr. Quinlan, you said something about the pay that 
you could afford to give the doctors being 25 to 30 percent. Twenty- 
five to 30 percent of what? 

Mr. QUINLAN. Congressman Fish, I was referring specifically 
with that comment to our ability to recruit psychiatrists in urban 
areas where the pay approaches a quarter of a million dollars a 
year in the outside community and where we only are able to pay 
in the $80,000 to $90,000 range. 

Mr. FISH. Oh, I see. So, your pay for doctors is comparable to the 
Veterans' Administration? 

Mr. QUINLAN. NO, I don't believe it is, Mr. Fish. The Veterans' 
Administration has some special legislation and some special pay 
provisions that do not apply to other government physicians. 

Mr. FISH. Would this psychiatrist you're referring to be part- 
time? 

Mr. QUINLAN. NO, it would be a full-time psychiatrist 
Mr. FISH. It would be full-time? 
Mr. QUINLAN. Yes, sir. 
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Mr. FISH. Well, that's interesting that the VA would be treated 
differently. How about the military services? How do you compare 
with  

Mr. QuiNLAN. I'd like maybe Dr. Moritsugu to 
Mr. FISH [continuing]. The doctors in the Navy? 
Dr. MORITSUGU. I'm in the U.S. Public Health Service, sir, but 

the pay scales are exactly the same in all seven uniformed services. 
The salary scales between the military services as well as within 
the civil service under title V are very similar when you talk in 
terms of actual compensation. They approach each other, although 
they are not exactly equivalent. 

Under title 38 of the Veterans' Administration authority, there 
is recent legislation that provides for additional bonuses that may 
very well be indexed to community pay scales, and there is appar- 
ently a provision that may allow us to access certain portions of 
title 38. We are currently examining that, but, again, there is still 
a significant disparity between what we have under title V or 
under the military and the VA, and, more importantly, between 
what we in the Government service may offer a potential employee 
and what the private sector may very well offer. 

To give you an example, among physician assistants, in talking 
with the American Academy of Physician Assistants, for every 
graduate of a PA program, there are six vacancies available to that 
individual. Furthermore, in certain metropolitan areas in certain 
specialties, physician assistants might begin at as much as $60,000 
per year, which is almost 100 percent greater than what we are 
able to offer within the Government. 

Mr. FISH. Thank you. Mr. Quinlan, as you probably know, one 
of the big topics facing this Congress concerns access to medical 
care and affordability of medical care. These are two problems 
which you don't have because your population has the access and 
is not going to go elsewhere for it, and it's free. But, you did say 
that you thought that the quality of care in the prison system was 
equal to that of the standards in the community generally. Now I 
wonder if you would elaborate on that, because I would imagine 
that standards of care would vary in different parts of the coimtry. 
I don't know if you meant that you have a single standard that is 
based on one geographic area or that your prisons situated around 
the country would have different standards of care that reflect the 
local community. 

Mr. QUINLAN. NO. The standard of care. Congressman Fish, that 
we apply is an unspecified national standard of care. If the 
prevalance in the East is that a certain medical procedure is ex- 
pected under the circumstances, and it maybe hasn't reached the 
other part of the country, I think we would hold ourselves to the 
higher standard, the national standard. 

Now, of course, we're goine to obviously be limited in that respect 
because we're going to rely heavily on community support, commu- 
nity consultants, in all of our institutions. All of our 67 current 
prison locations are going to rely on local community support. Obvi- 
ously, if something is not available in the local area, it makes it 
more difficult for us, but we do apply, I think, a high standard. 

Now one of the interesting sidelights to that comment that you 
indicated, that the prison health care is comparable to community 
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care than that which is available to the 37 million Americans who 
have no health insurance. 

Mr. FISH. Exactly. That's why I zeroed in on the words "quality," 
"access," and "affordability." 

One final question, Mr. Quinlan, and that has to do with the care 
afforded to pregnant women who are found guilty and incarcerated 
and then while incarcerated, they have a child. What happens to 
them then? What happens to the mother? What happens to the 
child? 

Mr. QUINLAN. Well, that generally will be handled at our facility 
for Federal female prisoners in Lexington, KY, where we have a 
medical center as well as a large female institution. The women 
will be given regular obstetrical care, and then when it's about 
time for the child to be bom, the woman will be generally taken, 
in most cases, to a local community hospital for delivery. If the 
woman's security level would allow it, she will actually be placed 
in a local community home for a period of time before the delivery 
and for a short time afler delivery. 

Mr. FISH. Well, what is the policy with respect to a woman who 
has given birth, and yet has a year or two to rim on her sentence? 
What accommodations are made for the mother and the baby? 

Mr. QUINLAN. There are generally very few accommodations 
made for the mother to keep the baby, because obviously we have 
no statutory authority to be responsible for the baby. Congressman 
Fish. During the time prior to delivery, we do encourage the pro- 
spective mother to make arrangements with a family member or 
with an outside agency to care for the baby during the time that 
the mother would be incarcerated. We do not have a way to deal 
with the mother and the baby together, other than for a very short 
period of time afler birth. 

Mr. FISH. Well, can I recommend, finally, to you and the chair- 
man both, the experience of the Bedford Correctional Facility for 
Women in Westchester County, NY, in which they have a ward  

Mr. QUINLAN. Yes. 
Mr. FISH [continuing]. Where the mother and the baby live for 

a period of 1 year afler birth. So, you have the  
Mr. QUINLAN. Yes, thank you. 
Mr. FISH. I guess I've gotten to the end of my knowledge of the 

terms, but there's one room where the babies are in cribs and there 
are other dormitories for the mothers. There's also an older woman, 
when I visited them, supervising the entire ward. But, it was a 
very nice setting during a very important period of time in the life 
of a mother and the child. 

Thank you, Mr. Chairman. 
Mr. HUGHES. The Chair recognizes the gentleman from Illinois. 
Mr. SANGMEISTER. Thank you. 
I think this is probably best directed to you, Doctor, because I've 

had one or two inquiries concerning this. Suppose for purposes of 
discussion there's a diagnosis made Dy you or your staff that an in- 
mate, say, would have prostate cancer, and your decision is it's not 
that bad; it probably ought to be lefl alone, nothing else done. The 
inmate, in discussing that with his family who has then discussed 
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it with the family doctor, feels that the prostate gland, for example, 
should be removed. There's a difference of opinion. 

Further, let's say that the family is willing to take care of all 
costs and have the family doctor ao it. How is that situation re- 
solved, or do you attempt, then, to work with the family and say, 
if that's what the inmate wants, what the family wants, well ac- 
commodate, or how is that handled? 

Dr. MORITSUGU. We do take into consideration what the inmate 
is interested in doing and what the family has requested. However, 
there is, again as you are aware, a statutory responsibility that we 
have to provide the care as well as the custody for these individ- 
uals. 

There have been occasions where the inmate patient has dis- 
agreed with the opinion of one of our health care providers. Unfor- 
tunately, the individual does not have the flexibility to walk to an- 
other health care provider down the street, as it were. 

But, in those kinds of circumstances where it has been docu- 
mented that the inmate may be requesting a second opinion, we do 
have access to consultants from the commimity where we would 
certainly attempt to address that. Now, clearlv, we're not going to 
be addressing every single request for a second opinion, but I think 
there is clearly a professional judgment call, if there is a question, 
as to the appropriateness of this or that kind of a diagnosis and 
a procedure. 

The example that you give would not occur because if an individ- 
ual had, in fact, prostate cancer, the indication, the absolute medi- 
cal indication, would be the removal of that. 

Mr. SANGMEISTER. Well, maybe my example was a bad one, but 
what I'm really trying to get at is what kind of cooperation you 
have with the inmate^ family when they're concerned that you're 
not proceeding as they think some other doctor would. 

Dr. MoRiTSUGU. Well, I will tell you, sir, that we do receive com- 
munication on a regular basis from many families who are ques- 
tioning the type and the amount of care that we are providing, and 
each of these is reviewed on an individual basis. We try to resolve 
the issue at the local institution level. If it is not resolvable there, 
the individual patient or the family has recourse to requesting fur- 
ther review at the regional level and personal review by me ulti- 
mately. 

Mr. QuiNLAN. If I could add to that, Congressman Sangmeister, 
the Bureau of Prisons also has statutory authority to grant medical 
furloughs. We do on occasion grant medical furloughs for the type 
of case that you were describing where there's no essential medical 
treatment needed; it's the medical judgment of the prison provider 
and maybe the outside consultant that there's really nothing that 
needs to be done, but the prisoner and/or his family really want to 
have it done. 

We have two ways to do it actually. We can do it through a medi- 
cal furlough at the prisoner's expense. All costs are borne by the 
prisoner and/or his family, or we could do it under an escorted trip 
where the additional cost would have to be borne for the super- 
vision and the security of the prisoner. These types of cases actu- 
ally. Congressman, are very, very rare. Generally, when they do 
occur, I get personally involved in them because tney generally in- 
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Capitol Hill and other places around the country. But, they are 
veiy rare. 

Mr. SANGMEISTER. OK, getting to the question, I guess, that con- 
cerns us all these days, and certainly concerns you, and that's the 
subject of AIDS. It was a national commission that made the rec- 
ommendation that there ought to be an education program in our 
Federal prisons regarding it. Has that been implemented or what 
are you aoing in that area? 

Mr. QuiNLAN. We implemented a national education program in 
Federal prisons in 1987, Congressman Sangmeister, ana the Presi- 
dent's Commission recognized our education and our general pro- 
-am and the handling of AIDS as a model for the States to follow 
in terms of handling AIDS in prison. We have reviewed our edu- 
cational materials recently and done a new videotape, as well as 
some other augmenting brochures. We have, I think, an excellent 
30-minute videotape that is shown to every new prisoner. It's 
shown to every new staff member, and really conveys a very 
strong, important message on the way of handling that kind of a 
situation in a prison. 

Dr. MORITSUGU. Let me add to that, Congressman  
Mr. SANGMEISTER. Yes. 
Dr. MORITSUGU. We really do have a commitment to the edu- 

cation portion with regard to this epidemic, because we do not seg- 
regate our AIDS patients; we mainstream our AIDS patients. So, 
the fundamental premise of our entire management of the disease 
within our general population is education and not segregation. We 
have a very, veiy important component of our program which is fo- 
cused on education, not only of staff, but also of inmates. 

To give you a further example, in addition to the new AIDS video 
that we have just released, when the AIDS Quarterlv was being 
produced by Public Broadcasting, we were able, through a licensing 
agreement, to obtain the Quarterly videotapes. We duplicated the 
MDS Quarterly and sent it to all of our institutions for part of the 
education program. 

Mr. SANGMEISTER. Those inmates that are diagnosed as posi- 
tive—we hear about this A2JT, a drug that seems to be of some 
help—how does that work under your system, or does it work at 
all? 

Mr. QuiNLAN. It works very, veiy well. Congressman. We provide 
AZT treatment to all offenders wnose white blood count is at the 
level that would indicate AZT treatment. Those offenders who are 
identified as infected are monitored carefully and blood tests, et 
cetera, are done. Absolutely, we will provide the same quality of 
care that is available in the community. This is an example, I think 
a good example—even though it's a very expensive procedure, even 
though the results aren't yet documented and proven finally, even 
though we are providing it to Federal prisoners. 

Mr. SANGMEISTER. I know you indicate that vou don't segregate 
the population based on that, but how do you nandle it wiui your 
correctional officers? Are they all fully aware of who's carrying or 
would have the virus or actually have AIDS? 

Mr. QuiNLAN. No. No, sir, we do not tell anyone other than the 
health provider. The chief medical officer will tell the warden and 
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the chief correctional supervisor. No other disclosure of that infor- 
mation is permitted within the prison. The reason for that, Con- 
gressman, IS that our education program in terms of infectious dis- 
eases is based on one premise, and that is, to assume that every 
person you come in contact with is infected. It would be bad prac- 
tice if staff and/or inmates start thinking that this one is infected 
and this one isn't, when we all know that no one really can tell for 
sure—sometimes the incubation period is as long as 14 months be- 
fore a positive blood test will demonstrate that you are infected. So, 
we take the position that everyone's infected and act accordingly. 
That's why we don't tell anyone. 

Mr. SANGMEISTER. Thank you. 
Mr. HUGHES. The gentleman from North Carolina. 
Mr. COBLE. Thank you, Mr. Chairman. 
Gentlemen, it's good to have you all with us today. 
I want to talk just a minute, Mr. Chairman and gentlemen, 

about cost containment. Now it's my belief, fellows, that there's 
probably not a Federal entity or Federal agency that is operating 
as tightly as it could—the Bureau of Prisons, the Federal judiciary, 
the Public Health Service, the FBI, the Congress of the United 
States. I think we all could be more fiscally prudent than we are. 

I see from your statement, Mr. Quinlan, that in the decade just 
concluded, the Bureau's costs associated with medical care for Fed- 
eral prisoners rose from $4.1 million to $41 million. That's a sizable 
increase. Now I realize there has also been an increase of inmates 
reflected in these numbers. The complexity of medical problems 
also, no doubt, has contributed to this obvious increase in costs. 

My question, I guess, is: what can we do—and, of course, I'm not 
sure that tJie Congress is a paragon of virtue when it comes to fis- 
cal austerity. I guess what I should say is maybe we should apply 
the old adage: don't do as we do; do as we say. But, is there any- 
thing that we can do to assist you as far as cost containment? 

Now we've talked about physician assistants today as opposed to 
licensed physicians or licensed practitioners of medicine. I know 
there have been some folks who have been critical, Mr. Quinlan, 
because there's not always a licensed physician on board. I think 
when an inmate needs the attention of a licensed physician, surely 
that should be in order. But, I think probably in many instances 
a physician's assistant could very well serve the role just as well. 
My question is a circuitous one, but having said all that, can we 
do anything to help as far as containment ofcosts? 

Mr. QUINLAN. Well, Congressman Coble, that is an excellent 
question, one which does not have easy answers. The Bureau of 
Prisons has expended 10 times the amount of money for outside 
medical costs, as you indicate, for primarily the reason of increased 
population, but also because the state of the art, as you indicate 
also, in medical practice has increased. The MRI's and the CAT 
scans and all the very sophisticated equipment are not inexpensive 
to acquire, either throu^ purchase and/or through a consultant 
contract. 

The state of paranoia, I think, among medical practitioners in 
the community nas dramatically increased over the last decade, so 
that—because of malpractice concerns and other concerns—the in- 
terest   of the   physician   sometimes   is   to   triplecheck   when   a 
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doublecheck would have been sufficient. So, I think the problem is 
very, very significant. 

We use health professionals to the extent we can, but, as you in- 
dicate, when you need to see a physician, you need to see a licensed 
physician. About 175 of our medical positions are physicians; and 
about 25 of them are vacant. If we can get better pay for physi- 
cians, maybe we won't have to spend so much money on consultant 
physician services. That is possibly one way we could approach it, 
but I appreciate and I applaud your efforts to reach a better solu- 
tion and a more austere solution, but in the area of medical care 
it is a very elusive problem. 

Mr. COBLE. One more question, and this is going perhaps to the 
other side of the coin. I note on the west coast, Mr. Quinlan, that 
there is only one facility, and that is a very limited one as far as 
availability of beds is concerned. It is a 13-bed facility. Do you find 
that adequate? 

Mr. QUINLAN. Yes, Congressman. I should probably let Dr. 
Moritsugu answer this in more detail, but, generally speaking, 
since most of the medical care that we provide in the Bureau of 
Prisons is provided either in the institution or in a consultant ca- 
pacity in the community  

Mr. COBLE. Right. 
Mr. QUINLAN [continuing]. It is satisfactory. 
Mr. COBLE. I figured that was the case. 
Mr. QUINLAN. And then those cases that require long-term hos- 

pitalization come to a centralized facility in Springfield, MO, or 
Rochester, MN, as the primary places, or mental health cases to 
Butner, as you have visited—thank you so much—Butner, NC. 

Mr. COBLE. Thank you, sir. 
I don't know, Mr. Chairman, whether you've been to Butner or 

not  
Mr. HUGHES. I have not been. 
Mr. COBLE [continuing]. But, as the Director said, I did visit 

Butner, I guess a couple of years ago  
Mr. HUGHES. That's great. 
Mr. COBLE [continuing]. And that, too, was a very meaningful 

visit. The Chair, if your schedule permits, may want to include that 
in your itinerary. 

"Thank you, gentleman. 
Mr. QUINLAN. Thank you, sir. 
Mr. HUGHES. In fact, we talked about visiting Butner a number 

of years ago when I visited Marianna and Atlanta. So, that's a fa- 
cility that we can perhaps look at sometime. 

I've got a lot of questions, and I want to try to move it along. 
We have a vote in progress. The Springfield Medical Center has 
been the focus of some controversy. What is the status of the civil 
rights investigation of the December 1990 death at the Springfield 
Medical Center? 

Mr. QUINLAN. The Civil Rights Division reported earlier this 
week, Mr. Chairman, that the investigation is still ongoing. When 
we turned this over to the Civil Rights Division initially, a day or 
two after the occurrence of this unfortunate death, it was not our 
understanding that it would be so time-consuming, but it's a very 



28 

difficult case. I can understand their taking sufficient time to really 
study it carefully. 

Mr. HUGHES. What was the cause of death? Do you know? 
Mr. QuiNLAN. The cause of death, according to the autopsy, Mr. 

Chairman, was a heart attack. 
Mr. HUGHES. What steps, if any, have you taken in response to 

that particular situation to assure that in the future, similar 
deaths do not result? 

Mr. QuiNLAN. Well, one of the first steps that we took to ensure 
that our procedures on using force, which is something we hold 
very, very sacred because we do not want to abuse the authority 
that has been vested in us by Congress, is the message that we 
have reiterated to our staff: The importance of paying close adher- 
ence to our policy on the use of force. When that policy is followed 
as it should be, generally speaking, there will be no problems; no 
one will get injured, and we'll be able to contain the problem quick- 
ly and efficiently. 

So, the major defense to these kinds of situations occurring, Mr. 
Chairman, is a reemphasis of a longstanding Bureau policy on the 
appropriate use offeree. 

Mr. HUGHES. There's no question in that instance that the death 
perhaps could have been avoided—in that instance? 

Mr. QuiNLAN. There is no doubt in my mind that the result of 
that incident was not intended. There is no doubt in my mind that 
we should use every effort possible to find alternatives other than 
using force. When we use force, there are possibilities that imto- 
ward events can occur. 

Mr. HUGHES. Now that particular episode was videoed, was it? 
Mr. QuiNLAN. Yes, it was, Mr. Chairman. 
Mr. HUGHES. OK. So, the video is available? 
Mr. QuiNLAN. Yes, it is, sir. 
Mr. HUGHES. What's the current status of the surgical depart- 

ment at Springfield? 
Mr. QuiNLAN. The surgical department in Springfield about 3 

months ago stopped doing operations that required the use of gen- 
eral anesthesia. The reason for that is during the Joint Commis- 
sion on Accreditation of Health Care Organizations audit of the fa- 
cility for its renewal of its longstanding accreditation, they deter- 
mined that our backup emergency system was, in effect, irregular, 
or it could be if there were an emergency situation. Not only would 
the primary electrical system go out, but it's possible that the sec- 
ondary backup system would go out simultaneously. We just 
learned that. 

For that reason, we have stopped doing surgery which requires 
general anesthesia in the institution, which represents about 40 
percent of the surgery that we previously did at Springfield. We're 
now doing all of that general anesthesia surgery at a local hospital. 
No delay or irregular treatment results for an inmate. It's just a 
different venue than we would otherwise have for some of the sur- 
gery. 

Mr. HUGHES. The National Prison Project, of the ACLU, indi- 
cates in written testimony, that will be produced today, that pa- 
tients diagnosed with mental illness worked as ward attendants for 
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inmates at Springfield; is that the case? Does that practice con- 
tinue? 

Mr. QuiNLAN. Mr. Chairman, it did occur at the Springfield facil- 
ity for many, many years. When it was called to my attention 
about a month or so ago, when I received a copy of a letter that 
had been mailed to you from the ACLU, I asked that the Spring- 
field facility stop the practice, not that it wasn't—and I'm trying 
not to be defensive here—not that it wasn't a very therapeutic pol- 
icy that allowed the individuals who were involved as inmate at- 
tendants to feel as though they were doing something worthwhile, 
because what they were doing wasn't really high-level work; it was 
basically orderly work, feeding patients who couldn't feed them- 
selves or assisting a licensed practical nurse to turn a patient or 
change the linen or clean the room or empty the bedpan, and 
things of that nature. They were fairly menial types of chores, and 
for the offenders from the mental health unit who were in a stage 
where they could tolerate that kind of interaction with other peo- 
ple, it was an extremely positive experience for them. 

But quite honestly, because of public attitude and the appear- 
ance that this may not be appropriate for prisoners recovering or 
being treated for mental illness, that they should be around in- 
mates receiving other medical care, we stopped the practice. We 
still have inmate attendants who are not mental health patients, 
though. Twenty-six inmates at Springfield today continue to work 
as inmate attendants in those types of attendant positions that do 
not involve direct patient care. 

Mr. HUGHES. There's a vote that's in progress. I suspect it may 
be followed by another vote within 5 minutes. So, we're going to re- 
cess for about 15 minutes. 

[Recess.] 
Mr. HUGHES. The subcommittee will come to order. 
Mr. Director, the last question dealt with the National Prison 

Project, and your response was that it's an ongoing investigation. 
I have a couple more questions about Springfield. I also have a 
number of other questions, some of them I will ask you now, and 
the others I will submit to you in writing because we're running 
behind schedule. While we have some time now, I want to cover 
some ground before I excuse you because I know you have other 
commitments. 

We have what, six or seven psychiatric vacancies at Springfield? 
Mr. QuiNLAN. We have seven psychiatric positions, Mr. Chair- 

man, at Springfield. Currently, we have one position filled, two 
more to be filled in the next month or so. One of the positions is 
being occupied temporarily by a psychiatrist from another Bureau 
of Prisons institution, and we have another position filled by a con- 
tract consultant psychiatrist. So, at this veiy moment, we have 
three out of the seven psychiatrist positions filled. Shortly, we will 
have one more, and hopefully before too much longer we will have 
all seven positions filled. 

Mr. HUGHES. If I understand you, we have one permanent posi- 
tion filled and six vacancies? 

Mr. QuiNLAN. Yes sir, in terms of a full-time psychiatrist, that 
is correct. 

62-519 0-93 
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Mr. HUGHES. Yes. You've attempted to fill some of the vacancies 
with temporary appointments in two instances, and hopefully you'll 
have another one on board, but for the present time we have six 
vacancies? 

Mr. QuiNLAN. That's correct. That's correct. 
Mr. HUGHES. OK. How many deaths were there at Springfield 

this past year? 
Mr. QuiNLAN. In fiscal year 1990, Mr. Chairman, there were 156 

inmates who died at Springfield  
Mr. HUGHES. OK 
Mr. QuiNLAN [continuing]. Many of whom died as end-stage 

AIDS cases. 
Mr. HUGHES. HOW many autopsies, post mortems, did we do? 
Mr. QuiNLAN. I'll supply that for the record, Mr. Chairman. 
[The information appears in the appendixes.] 
Mr. HUGHES. Did we do, as a matter of course, autopsies? 
Mr. QuiNLAN. As a matter of course, any time when the cause 

of death is not certain, we provide—^we have statutory authority to 
mandate an autopsy. 

Mr. HUGHES. I know that you have statutory authority, but do 
you conduct autopsies as a matter of practice? 

Mr. QuiNLAN. I believe we do. I don't want to misstate, so I will 
check and send it for the record. 

[The information appears in the appendixes.] 
Mr. HUGHES. A district court in Texas recently held that a doctor 

at Springfield had provided care for an inmate, Ronnie Holly, that 
was below the standard of community care. First of all, is the doc- 
tor still with the Bureau of Prisons and, if so, in what capacity? 

Mr. QuiNLAN. Yes, the doctor is still with the Bureau of Prisons. 
He is tJie chief of surgery at the Medical Center for Federal Pris- 
oners in Springfield, MO. Despite a comment that was made dur- 
ing the opening remarks, Mr. Chairman, I don't believe that the 
findings of the court necessarily documented or proved that the 
doctor was not qualified to do the surgery that was performed. It 
is our belief, and certainly my belief and understanding, that even 
though he is trained in osteopathy, that he is qualified and per- 
mitted to perform the type of surgery that he undertook. 

The result was not the result that was intended. Certainly, we're 
not pleased that the untoward surgical result occurred. I'm sorry 
for the pain and suffering that may have been undertaken by the 
prisoner and. as I've indicated before, it's an indication of the fact 
that we still nave not reached the level of perfection that every per- 
son might want. But, I don't believe the case is any different tJian 
you would find in a community health facility, a community hos- 
pital. The results are sometimes—I think the last report I read is 
that 4 percent of all hospital admissions in this country, not in 
prisons, 4 percent of all hospital admissions in this country result 
in unintended results. We, I think, are no worse than that particu- 
lar statistic. 

Mr. HUGHES. I take it you dispute the decision of the court? 
You're reviewing it for appeal? Is that  

Mr. QuiNLAN. No, for other reasons, Mr. Chairman, we are not 
going to appeal the case. I do not quarrel with the judge's finding. 
What I quarrel with is the characterization of the doctor not being 
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qualified to do the surgerv. I only believe that the result was not 
the result that was intended and, therefore, the inmate is entitled 
to compensation. But, to say that the doctor was unqualified to do 
the surgery I believe is an overgeneralization of the situation. 

Mr. HUGHES. Well, the court found that the treatment was below 
the community standard  

Mr. QuiNLAN. Yes. 
Mr. HUGHES [continuing]. In that instance? OK. 
Mr. QuiNLAN. That's correct 
Mr. HUGHES. DO you require that physicians be licensed by ^® 

State in which they are practicing? I know you testified that in 
some instances physicians were licensed to practice in several 
States, but my question is, are they required to be licensed in the 
State that they're practicing? 

Mr. QuiNLAN. No, the Federal Government, not just in the Bu- 
reau of Prisons, but the Federal Government does not require of its 
doctors or its lawyers or other professionals that they be licensed 
in the particular State in which they are practicing. Iliey must be 
licensed. Under the current rules tney must be licensed, but we 
would be greatlv limited in our ability to send people to other facili- 
ties if they could only practice in the licensing state. For example, 
we're sending a psychiatrist on temporary duty to Springfield to fix 
a problem. He's not licensed in the State of Missouri, but he is 
qualified as a psychiatrist, licensed as a psychiatrist, and probably 
board certified as a psychiatrist. I think that that is reasonable 
under the circumstances. 

Mr. HUGHES. All physicians in the system are licensed? 
Mr. QuiNLAN. All physicians in the Bureau of Prisons, both those 

serving as Public Health Service physicians and all civil service 
physicians who are providing direct patient care, are licensed. 

Mr. HUGHES. What are the requirements for an individual to be 
licensed or hired as a physician's assistant? 

Mr. QuiNLAN. There are two major categories, Mr. Chairman, of 
people that we hire as physician assistants. One are those who are 
gpraduates of accredited physician assistant educational institu- 
tions. That represents a good portion of the physician assistants 
that we employ. 

There is another category that is made up of people who are 
Kaduates of foreign medical schools who come into the Bureau of 

isons without certification as a physician because they are not li- 
censed in this country to practice medicine, but they are good. Qual- 
ity health providers. We employ them as physician assistants. They 
are not, however, certified as physician assistants in the sense that 
the physician assistants who graduated from accredited edu- 
cational facilities are certified. 

Mr. HUGHES. What initial training and continuing education do 
doctors, nurses, and physician assistants receive? 

Mr. QuiNLAN. Could I ask Dr. Moritsugu to respond to that? 
Mr. HUGHES. Sure. How does that compare with what others re- 

ceive in the community? 
Dr. MORITSUGU. The initial training of our health care providers, 

Mr. Chairman, is an intensive period, an introduction to corrections 
at our Federal Law Enforcement Training Center in Glynco, GA, 
augmented by an institutional familiarization program. The indi- 
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vidual health care providers receive orientation to correctional 
health care. This is an area that we are very concerned about and 
already have both programs in place and plans to extend training 
significantlv. Such training will include a mentoring program for a 
brief period of time prior to putting that individual into the direct 
role of a practitioner or proviaer of care. 

Subsequent to the initial employment, we do have a program for 
continuing professional education by which each health care pro- 
vider receives a continuing professional education allowance. This 
year I believe it's somewhere in the range of $1,200 per physician, 
plus administrative time of approximately 1 full week per year to 
obtain continuing professional education. 

This continuing professional education extends not only to the 
physicians, but also to physician assistants, dentists, pharmacists, 
and other health care providers within the system. 

Mr. HUGHES. Twelve hundred dollars? Does that include trans- 
portation? 

Dr. MoRiTSUGU. Yes, it does. 
Mr. HUGHES. SO, it's $1,200 plus transportation? 
Dr. MoRiTSUGU. No, Fm sorry, it is $1,200 including transpor- 

tation. That is the total allowance. 
Mr. HUGHES. That hardly seems like a lot of money to travel to 

some university setting for continuing education. How many physi- 
cians avail themselves of that? 

Dr. MORITSUGU. At last count, sir, the average was approxi- 
mately 75 percent last year that actually availed themselves of the 
continuing professional education. I wiU tell you that, as we con- 
tinue to try to focus on this, we are looking at making continuing 
professional education not only a benefit of employment, but also 
mandatory and targeted. We will be doing a needs analvsis, de- 
pending upon what we find as prevalent diseases within the insti- 
tutions, where there may need to be additional education and skills 
and training, and then creating that as a mandatory focus for con- 
tinuing professional education. 

We do two things along these lines. One, we allow the individual 
health care providers to select, as professionals, those areas that 
they feel they need to have continuing professional education. We 
also have a secondary program by which we bring together on a 
regular basis groups oi individuals for programs that we desig^ 
and that we actually conduct. These programs are accredited, ei- 
ther directly or through some of our affiliate organizations. 

Mr. HUGHES. Do I understand that you may modify the program 
to encourage physicians to receive additional training in the areas 
that will assist them in doing their jobs as opposed to continuing 
education programs that might not be of specific assistance? 

Dr. MORITSUGU. You're correct, sir. That's what I'm saying. 
Mr. HUGHES. Well, again, $1,200 doesn't seem like a lot of 

money. Registration fees are often $400 and $500 in some of the 
professions I'm aware of So, they end up paying the balance out 
of their own pockets; is that what  

Dr. MORITSUGU. It either comes out of their pocket, sir, or at the 
institutional level, the institution does augment what is provided 
at a national level. I do need to put this into context, sir. While 
the attempt may appear to be inadequate on an individual basis, 
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a rather large sum. 

I would certainly advocate as much as we can—this is a balance 
between what the budgets need to be expended  

Mr. HUGHES. Maybe vou can furnish for the record—I'm not 
going to ask vou today oecause I'm sure that information is not 
readily available, but I'd like to see a breakdown on the number 
of physicians and their particular disciplines—psychiatrists, sur- 
geons, and so forth—that availed themselves of continuing edu- 
cation this past year. 

Dr. MoRiTSUGU. Certainly. 
[The information appears in the appendixes.] 
Mr. HUGHES. DO you have any working relationships with any 

medical schools around the country? 
Dr. MORITSUGU. We do have working relationships with several 

academic health science centers, including medical schools around 
the country. Our medical center in Rochester, MN, for example, is 
directly affiliated with the Mayo Clinic, and we obtain a significant 
amount of our consultation and services through the Mayo Chnic 
and its affiliated hospitals. 

At our medical center in Lexington, KY, we are in the process 
of expanding our relationship with the University of Kentucky 
Medical Center. All of our institutions, in fact, have been encour- 
aged to reach out into the local communities to identify training 
programs, such as physician assistant training programs, nurse 
training programs, and training at oUier medical centers to provide 
this additional quality input. 

Mr. HUGHES. In your siting of new medical facilities, do you take 
into account the proximity of the medical centers, like Mayo, for in- 
stance? Rochester would seem to be an ideal location because of its 
proximity to the Mayo Clinic, one of the finest probably in the 
world. 

Dr. MoRlTSUGU. In fact, Mr. Chairman, what we are looking at 
is a projection in terms of what our bed needs will be into the 21st 
century. To that end, there is a long-range facility plan which 
would involve our constructing several nunored new beds over the 
next several years. Part of the criteria that we have articulated for 
the siting of those institutions is that they would be part of correc- 
tional complexes, so that we would have capabilities of stratifying 
our health care, providing efficient health care across a large num- 
ber of our population, but also siting those institutions in medical 
marketplaces where recruitment, retention, and maintenance of 
quality of care would be augmented by its geographic location. 

Mr. HUGHES. Do you encourage the medical stfdT to develop affili- 
ations with teaching hospitals? 

Dr. MoRiTSUGU. Yes, we do, sir. 
Mr. HUGHES. I see. How many doctors does the Bureau of Pris- 

ons employ today? 
Dr. MORITSUGU. I believe the number is around 150 right now, 

sir. I'll have to insert that for the record. 
[The information appears in the appendixes.] 
Mr. HUGHES. I believe the Director indicated that 25 percent va- 

cancies exist  
Mr. QuiNLAN. Twenty-five physician positions. 
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Mr. HUGHES. Twenty-five positions. 
Mr. QuiNLAN. Approximately 25 out of a total of 175 positions. 
Mr. HUGHES. Twenty-five vacant? 
Dr. MoRiTSUGU. The actual percentage, sir, is in the range of 16 

percent for physician vacancies. This is in comparison to approxi- 
mately 2V2 years ago where, across the board in all of our health 
care positions, we were approximately 25 percent vacant. We are 
currently less than 10 percent vacant, and we have been so for the 
last 2 years. 

Mr. HUGHES. Which are the hardest disciplines to fill? 
Dr. MORITSUGU. Psychiatry positions, psychiatrists  
Mr. HUGHES. First? 
Dr. MORITSUGU [continuing]. As a subset of physicians in gen- 

eral, physicians in general, and physician assistants is the third 
categonr. 

Mr. HUGHES. Mr. Director, have any steps been taken to inves- 
tigate the allegations made in the Dallas Morning News and the 
recent Washington Post article? You've also alluded to "Sixty Min- 
utes." Have you looked at any of those allegations? 

Mr. QuiNLAN. We've looked at all of them, Mr. Chairman. 
Mr. HUGHES. OK. And, what have you concluded? 
Mr. QuiNLAN. Well, I think, generally speaking, the articles and 

the video portrayal on "Sixty Minutes picked isolated cases that 
were not outcomes that were intended. "Sixty Minutes" generalized 
fi-om those isolated cases to an inaccurate conclusion that these 
kinds of conclusions or unintended results occur all the time or in 
a high percentage of the cases. In fact, looking at all of our lawsuit 
cases and also all of our complaints from prisoners through admin- 
istrative remedies and other types of claims that are filed, I firmly 
believe—and I think this is not just my belief as the Director of the 
Bureau of Prisons; I think this has also been found by others who 
have looked at this issue from a balanced perspective—^that we pro- 
vide quality care commensurate with community standards. We're 
not perfect. We're working toward improving our operations. We're 
going to find a better way to do it. We're hopefully going to find 
a more cost-efFective way to do it. We're going to keep working on 
it. It's one of our highest priorities. 

Mr. HUGHES. The gentleman from North Carolina. 
Mr. COBLE. [Mr. Coble indicates he has no questions.] 
Mr. HUGHES. Let me, if I might, ask about quality assurance pro- 

grams, peer review. Just briefly, if you could Doctor, walk me 
through it. What is the structure and the process to review an out- 
come where there is perhaps some question about the medical pro- 
cedure that was involved or the care that was provided? 

Dr. MORITSUGU. Let me put it in the context, Mr. Chairman, that 
we are continuing to improve and refine our quality assurance pro- 
gram. In the past we have had quality assurance components, but 
there have been some components that were not to our liking in 
terms of the intensity and the level that we should be at. 

We have had in the past a structure and a process review by 
which, through our Program Review Division, as well as through 
teams of internal reviewers, we have reviewed the activities at var- 
ious institutions. We also have, on an ad hoc basis, where there are 
deaths or cases where an untoward outcome has Seen identified, a 
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process where we identify teams of both interal staff and external 
consultants to look very specifically at those situations and to pro- 
vide us with their findings and their recommendations. 

We are expanding the quality assurance activities for our general 
institutions to include outside consultants. In fact, just recently, 
within the last couple of months, we held our first quarterly death 
review in which we had representatives not only from the institu- 
tions, but also a consultant from an academic health science center 
review through a specific peer review process all of the deaths over 
a quarter. 

Mr. HUGHES. The gentleman from North Carolina. 
Mr. COBLE. Thank you, Mr. Chairman. 
This question perhaps could be asked more timely later, but with 

our day being uncertain as it is, 111 ask it now. Mr. Quinlan, in 
her statement Dr. Thorbum maintains that, "Ideally, prison qual- 
ity assurance programs should include both internal and external 
monitoring systems." My question is. Does the Bureau have any 
procedures in place for external monitoring of the delivery of medi- 
cal care? 

Mr. QUINLAN. Congressman Coble, and I think maybe Dr, 
Moritsugu is better qualified to answer this. My perspective on it 
is that certainly the Bureau is very open to being evaluated in 
these kinds of situations by professional organizations. The Joint 
Commission on Accreditation of Healthcare Organizations reviews 
our medical facilities. The Bureau is subjected to accreditation 
standards in the health care area as well as in other areas by the 
American Correctional Association. The Bureau conducts internal 
program reviews that have typically been done by Bureau of Pris- 
ons personnel, but we're also suhject to the General Accounting Of- 
fice and the Office of Inspector Gfeneral for the Department ofJus- 
tice, and we're inspected by other groups, State and local regu- 
latory groups. 

As Dr. Moritsugu answered or indicated during his previous an- 
swer, though, the medical staff of the Bureau is now integrating 
into the peer review process the expert opinions of outside physi- 
cians. As I mentioned during my statement as well as during some 
of the questions, a great deal of the medical care provided to Fed- 
eral prisoners, particularly in the more complicated cases, is being 
provided by outside medical consultants. Tney're not public serv- 
ants. Theyre outside medical consultants. We paid, as you indi- 
cated, $41 million last year for that type of medical care. 

We do have a lot of people looking at us, but maybe we could ask 
more people to look at us, if that would be in keeping with the con- 
cerns of the public and the Congress to be beyond a shadow of a 
doubt as to the quality of care that we are providing. 

Mr. COBLE. Well, I think, Mr. Chairman and gentlemen, that 
might be symbolically important at least. You know, if you have 
someone firom outside the loop endorsing your delivery as favorable 
and sound, that probably would be more impressive than someone 
inside the loop patting themselves on the back. 

Mr. QUINLAN. I would certainly agree with that. Congressman 
Coble, so long as it is understood, I think by all the parties in- 
volved, that—^you and I both know some of the people who would 
challenge our abilities in this area would like to pick the experts. 
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and I can almost see and I can almost visualize the report right 
now. 

Mr. COBLE. And so could I. 
Mr. QuiNLAN. So long as there is coordination  
Mr. COBLE. Some sort of objectivity? 
Mr. QuiNLAN [continuing]. And objectivity, sir; yes, sir. 
Mr. COBLE. Thank you. Thank you, gentlemen. Thank you, Mr. 

Chairman. 
Mr. HUGHES. I have a few more questions. Doctor, I'm inter- 

ested—^in the context of peer review and quality assurance pro- 
-ams, and so forth—in the line of command from headquarters 
into the institutions. Is there a direct line of authority from voxir 
ofHce, as the head of medical services for the prison systems, dfown 
into tJie system itself, the director of the particular facilities, medi- 
cal care unit? 

Dr. MORITSUGU. There is a  
Mr. HUGHES. What is that line of command? 
Dr. MORITSUGU. There are two lines of command, if I might char- 

acterize it in this fashion, sort of a matrix management. There is 
the principal, day-to-day administrative line of command which 
windis up at the institution in the hands of the chief executive offi- 
cer, the warden, who is ultimately responsible for the day-to-day 
safe operation of the institution. That includes within the warden s 
purview all of the programs within the institution, including the 
nealth services program. 

However, there is also another line or chain of command, as it 
were, and that is a professional chain of command. As the Medical 
Director, I have responsibility for establishing, evaluating, and con- 
tinually refining the policies and practices that will go on within 
the institutions, which then establish the baseline which is ex- 
pected to be carried out on a day-to-day basis. 

If you are asking me the question, "Do the physicians i"©?©!! to 
me on a day-to-day basis," the answer is, no, they do not. They re- 
port to the chief executive officer at the institution. 

Mr. HUGHES. But, your office decides policy? 
Dr. MORITSUGU. That is correct. 
Mr. HUGHES. And that policy is disseminated to the various insti- 

tutions? 
Dr. MORITSUGU. That is correct, sir. 
Mr. HUGHES. And, they report directly to you? 
Dr. MORITSUGU. As far as policy is concerned? 
Mr. HUGHES. Policy. 
Dr. MORITSUGU. As far as how policy would be interpreted and 

carried out, yes, but from an operational standpoint, they would re- 
port to the institutional chief executive officer. 

Mr. HUGHES. See, what I'm getting at is that we have a myriad 
of problems in this institutional setting. I think many of the prob- 
lems you experience are because you have a very difficult environ- 
ment in which to attempt to provide professional services. I mean, 
the physician-patient relationship is strained to begin with; it's 
very difficult. 'The physicians are called upon to be corrections offi- 
cers of one type or another, or at least they get training at Glenco, 
I presume, in being a corrections officer as well as being a health 
care provider. So, that aspect of it is strained. 
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And, I'm trying to find out, in providing medical services, is there 
a clear line of command from headquarters, your office, rig^ht down 
into a medical facility, or is the head of that medical facility pretty 
much semiautonomous? That's what I'm trying to find out. 

Dr. MORITSUGU. To use your term of being "semiautonomous," 
the clinical director at a specific medical facility is semi- 
autonomous, but within specific parameters. The parameters would 
be. No. 1, that on a day-to-dav basis the individual reports to the 
warden. No. 2, the individual does have limitations, and that is 
that there are specific policies that have been promulgated by the 
central office that the individual is giiided by. 

But, to say that the individual is following—and I don't say this 
in any negative sense—"cookbook medicine, —that is not the way 
that we handle it. We do depend upon the professional judgment 
of the individuals. 

Mr. HUGHES. Does it present a problem from time to time that 
you basically have a semiautonomous unit? You know, we're all 
professionals of one type or another, and does that present a prob- 
lem? We have, first of all, a setting where the medical director of 
a particular facility is answerable to the warden. That in itself ba- 
sically creates, I suspect, some pressures fi-om time to time, be- 
cause a warden's problems are a lot broader than providing medical 
care. By the same token, you have a professional operating as the 
chief medical officer of a particular facility with policy being set in 
Washington. Is there a line of command, or does that create some 
problems from time to time in attempting to carry out overall gen- 
eral policy? 

Dr. MoRiTSUOU. I would answer that in this way, sir. While 
again there will always be problems in one or another area, in the 
SVz vears that I have been Medical Director for the Bureau, I have 
not had an instance where, if tJhere were a dissonance between the 
chief executive officer and the clinical director, that the difficulty 
was not resolved. The reason is that, if there is a problem from a 
line, day-to-day management standpoint that the professional can- 
not resolve with the chief executive officer, that line professional 
also knows that there is a direct line of communication to me. I do 
receive phone calls along these lines. When that occurs, as an As- 
sistant Director of the Bureau, I also have venue or contact with 
the chief executive officer, and we are able to work out those dif- 
ferences. 

Mr. HUGHES. Does the Bureau of Prisons have any protocol re- 
garding when a patient is seen by a doctor after having been seen 
by a phvsician assistant? 

Dr. MoRiTSUGU. There is a protocol that way, yes, sir. 
Mr. HUGHES. And, what is that protocol? 
Dr. MORITSUGU. "The protocol is that the physician assistant is 

the principal health care examiner and provider within the system 
under the direct supervision of a physician. The physician assistant 
will make the determination as to whether or not the individual 
patient inmate needs to be further evaluated by the physician or 
whether or not, as is normal community practice, the physician as- 
sistant may make determinations within specific set protocols and 
report the evaluation, as well as the action, to the physician for 
concurrence. 
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Mr. HUGHES. What medicines can a physician assistant pre- 
scribe? 

Dr. MORITSUGU. The physician assistant basically can prescribe 
the fiill range of the medications that are available within the in- 
stitution. The requirement is that the supervising physician review 
the charts and actually sign off on them. 

Mr. HUGHES. Finally, just picking up on something the gen- 
tleman from North Carolina got into a colloquy with the Director 
about, insofar as outside peer review, I take it that you have an 
open mind on that subject? 

Dr. MORITSUGU. That's true, Mr. Chairman. 
Mr. HUGHES. Your willingness to take a look at this issue would 

contribute to the overall cr^ibility of the system. I think that that 
is something that we need to look at. 

Dr. MORITSUGU. OK, well do that, sir. 
Mr. HUGHES. Yes. I have some other questions, but time is run- 

ning out on us. The Marshals Service is getting very nervous. So, 
well direct some additional questions in writing to you. 

[The information appears in the appendixes.] 
Mr. HUGHES. We thank you for attending the hearing today, your 

cooperation, and, in particular, your openness and your willingness 
to work with the committee and others to try to fashion the very 
best system. 

As I said in my opening statement, I think overall you do a good 
job. If we can do better, we need to do that. If we have problems, 
we need to look at the problems and admit they're problems and 
then move to try to solve them. I think that's the approach you've 
taken. I think it's commendable. Frankly, I agree with you whole- 
heartedly: probably most of the inmates that you see in your facili- 
ties get far better care than they ever got in the private sector. I 
agree with that. 

OK, thank you very much. 
Mr. QuiNLAN. Thank you very much, Mr. Chairman. 
Mr. HUGHES. We appreciate your testimony. 
Mr. QuiNLAN. Thank you. Congressman Coble. 
Mr. HUGHES. I'd like to welcome our second panel of witnesses 

this morning, three Federal prisoners who have personal experi- 
ences with the Bureau's health care system: Mr. Sidney Mayley, 
who is accompanied by his attorney, Mark Streed; Mr. Herbert 
Blitzstein from the medical center in Rochester, MN, and Mr. Rin- 
aldo Reino who is from the Medical Center for Federal Prisoners 
in Springfield, MO. 

Gentlemen, I appreciate your willingness to come forward today 
and testify. I know that it's with some degree of apprehension on 
your part, but let me assure you that I know that your fellow in- 
mates will appreciate any insight that you can provide us on medi- 
cal care in the prison systems. So, we welcome you here today. 

Mr. Mayley, why don't you begin and tell us a little bit about 
you, where your home was, why you're in prison, and then a little 
bit about the medical care in the prison system? 
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Mr. MAYUTV. rm from New Orleans, LA. I'm doing a 25-year sen- 

tence for armed bank robbery. 
Mr. HUGHES. Armed bank robbery? Can you speak up a little bit 

for us? 
Mr. MAYL£Y. I've been at the Federal medical center since Sep- 

tember 1985. I've had approximately six operations since then. In 
my earlier months in there, I received a lump. When I came there 
for further evaluation, for months I was tola that it was scar tis- 
sue, no concern, no concern. 

Mr. HUGHES. This was in 1985? 
Mr. MAYLEY. NO, this was in 1986 at this time. 
Mr. HUGHES. 1986. 
Mr. MAYLEY. My consultations with the Mayo Clinic had ended, 

and the lump continued to grow. Then, all of a sudden, it's several 
months down the road and I'm cleared medically and I'm trans- 
ferred out of the Federal medical center, back to my mother institu- 
tion which was El Reno. 

Six weeks after that I was returned to the Federal medical cen- 
ter, only to find out that I had to lose my jaw and mv neck and 
go through extensive treatments just to survive. The doctors that 
treated me from the clinic still feel like I'm lucky to be alive today. 

Mr. HUGHES. When did the lump first surface? 
Mr. MAYLEY. It was in June 1986. 
Mr. HUGHES. June 1986. And, who did you first consult? 
Mr. MAYLEY. Dr. Jenson I believe was the doctor at that time. 
Mr. HUGHES. And, that was at Springfield, MO? 
Mr. MAYLEY. No, sir, that was at the Federal medical center in 

Rochester. 
Mr. HUGHES. That was where? 
Mr. MAYLEY. At the Federal medical center in Rochester. 
Mr. HUGHES. In Rochester? And, what did they tell you there at 

the Federal center at Rochester? What was the cause of the lump? 
Mr. MAYLEY. I was told that it's just scar tissue and don't worry 

about it; youll be seeing the doctors downtown soon. Dr. Jackson, 
who was my treating physician. 

Mr. HUGHES. Scar tissue from what, a previous accident? 
Mr. MAYLEY. An operation. At Springfield I had rotating skin 

flap where they removed about three-quarters of my lower lip. 
Mr. HUGHES. When had they done that? 
Mr. MAYLEY. That was in early 1985. 
Mr. HUGHES. In early 1985? 
Mr. MAYLEY. Yes, March. And prior to that, I've had numerous 

operations from a private physician in New Orleans. 
Mr. HUGHES. And, what was the nature of those operations in 

New Orleans? 
Mr. MAYLEY. They've all been the same, squamous cell car- 

cinoma. 
Mr. HUGHES. The same condition? 
Mr. MAYLEY. The same condition. 
Mr. HUGHES. Carcinoma? 
Mr. MAYLEY. All a form of skin cancer, yes. 
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Mr. HUGHES. I see. When did you first notice that you had prob- 
lems with the side of your face? How many years before your first 
operation? 

Mr. MAYLEY. It was a number of years before my first operation. 
As soon as I saw something, I always immediately would report it, 
especially since the first one. It was a sore on my lip. I was very 
concerned with that, and they  

Mr. HUGHES. When did the sore on your lip first appear? 
Mr. MAYLEY. I believe it was 1981. 
Mr. HUGHES. 1981? Where were you then? 
Mr. MAYLEY. In New Orleans. 
Mr. HUGHES. New Orleans? 
Mr. MAYLEY. Louisiana. 
Mr. HUGHES. YOU were not in prison at the time? 
Mr. MAYLEY. NO, not at that particular time, no. 
Mr. HUGHES. I see. And that was the first indication you had any 

problem, when a sore appeared on your lip? 
Mr. MAYLEY. Yes, sir. 
Mr. HUGHES. Did you consult with a physician in the private sec- 

tor? 
Mr. MAYLEY. Yes, sir. 
Mr. HUGHES. In New Orleans? 
Mr. MAYLEY. Yes. sir. 
Mr. HUGHES. Ana, what did he prescribe? 
Mr. MAYLEY. He removed it, and approximately a year later it 

returned again. And, again, he removed it. After that it returned, 
and then I was in the prison system. His recommendation was to 
go to M.D. Anderson, and he showed all the reasons why, to receive 
the treatments, because the cancer was becoming aggressive, and 
we had no luck with that. We tried the furlough program; we 
tried—my family tried to pay the expenses of using the U.S. Mar- 
shals Service, the court system, anything, but we were denied that 
and sent to Springfield. 

Mr. HUGHES. And, what year was that? 
Mr. MAYLEY. That was in 1985 when I went to Springfield. 
Mr. HUGHES. 1984. Where were you located, in what prison sys- 

tem? 
Mr. MAYLEY. El Reno prior to Springfield. 
Mr. HUGHES. The physician that performed the surgery, removed 

the lump on your lip, was he a dermatologist  
Mr. MAYLEY. A plastic surgeon. 
Mr. HUGHES [continuing]. A medical practitioner? A plastic sur- 

geon? 
Mr. MAYLEY. A plastic—most doctors that deal with facial, head, 

and neck skin cancers are plastic surgeons. If you run into treat- 
ment programs, then you go into the oncologist department, but as 
far as the operations it's always been plastic surgeons in my case. 

Mr. HUGHES. All right. Now, Mr. Streed, before I ask him more 
specifically about what he thought was good health services and 
what he thought was inadequate services, you indicated that you 
wanted to make a statement? 

Mr. STREED. Yes, Mr. Chairman. As you indicated, Mr. Mayley— 
or maybe you didn't indicate this—^there is pending litigation be- 
tween him and the Bureau of Prisons. That lawsuit is nearing its 
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conclusion. Many of the issues and many of the points that you've 
touched on, numerous depositions have been taken, m£my motions 
have been brought to dismiss by the Bureau and the United States. 
To date, they've all been denied. But, the point is, all of this infor- 
mation is available to the public and, in fact, it's the U.S. District 
Court, District of Minnesota, the first division. The file number is 
489929. 

There are a lot of disputed facts involved in that litigation. In 
light of this status, some of those issues would best be kept in the 
court system and perhaps not fully discussed here, although much 
of it is in the public sector as far as records can be obtained, and 
it might be a good idea to see both versions, the Bureau's and Mr. 
Mayley's. 

But, despite that, not really wanting to dwell too much on the 
specifics of his case, there are some general, many general observa- 
tions based on his 7 or 8 years in uie Federal prison system and 
all the medical care he's received and seen others get and not get. 

Mr. HUGHES. Well, why don't we let him testify? 
Mr. STREED. He would like to do so, and he would like to respond 

and help you with your mission, because he sees that as a potential 
help not only to himself, but more so for other people that are in- 
mates right now. 

So, with that, Fd like you to respect his situation and proceed 
from there. 

Mr. HUGHES. All right. Well, thank you. 
Why don't you tell us in your own words what you think was 

right about the treatment you received and where you believe you 
received inadequate care? 

Mr. MAYLEY. Knowing that lumps and all were there, and they 
were recognized then in the medical records, everything was seen. 
The lumps were there. They realized they were lumps, and people 
wanted me to go see the doctors at the Mayo Clinic. The problem 
is I never did see these doctors. I never went. I was supposed to 
see these doctors on a 3-month basis, but I never went back. When 
the lump appeared, that was it. 

Mr. HUGHES. HOW big a lump was it that appeared? 
Mr. MAYLEY. It was the size of a jelly bean. It would get to that 

point It would be the appropriate size. 
Mr. HUGHES. The size of a jelly bean? On your lip, on the side 

of your face? 
Mr. MAYLEY. NO, on the left side of my neck, along the jawline. 
Mr. HUGHES. The side of your neck? And  
Mr. MAYLEY. It resulted in  
Mr. HUGHES. On how many occasions did you go to the personnel 

there at the medical facility? 
Mr. MAYLEY. It was a numerous thing. Whenever I would see 

them, I would ask them about it. I was very concerned with 
what  

Mr. HUGHES. What did they tell you? 
Mr. MAYLEY. "Don't worry about it. You're going to go downtown. 

You're going to see Dr. Jackson. We're going to reconstruct your 
face. We're working on a program to save you, to fix your mouth," 
because it was damaged in the surgery in Springfield, to stop that 
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disfigurement. In the beginning I really believed these people were 
trying to help me. 

Mr. HUGHES. HOW long did that go on before you finally received 
any care? 

Mr. MAYLEY. Approximately 7 months. 
Mr. HUGHES, .mwut 7 months? How ofi^n did you visit the medi- 

cal facility to ask about the lump on the side of your neck? 
Mr. MAYLEY. In one form or another, at least once a week. 
Mr. HUGHES. OK. Anything else you can tell us? 
Mr. MAYLEY. The miscommimications as to the problems they 

see. People get an attitude against you and they say, "Well, you're 
complaining too much," so they avoid you. They walk away fi-om 
you. You file paperwork, and they don't answer the paperwork. It's 
like they just want to hide these answers. They don't want to show 
you—no one wants to investigate, like you were talking about an 
open or an impartial party to investigate the system. That would 
be wonderful, even if the administrative remedies were inves- 
tigated by someone besides the person that might be eating lunch 
with the guy you're filing against. You see answers that just don't 
make any sense. We've got no one to go to. 

Mr. HUGHES. SO, your answer is that you were able to gjet infor- 
mation and they did not provide the care that they promised you 
they would provide. You did not see a physician for 7 months. Is 
that the essence of  

Mr. MAYLEY. That's it. 
Mr. HUGHES [continuing]. Of your complaint? Anything else that 

you can tell us? Do you nave any general observations about the 
medical care you want to share with us? 

Mr. MAYLEY. People go in there and they're afi-aid. You walk in 
the place now and you see a doctor and you say—^in fact, the first 
question is, "Who's your doctor? Which doctor did vou get?" And 
you can tell what your treatment is going to be like between which 
medical staff is treating you. If you get one doctor, you're going to 
get excellent treatment. If you get one doctor, his nickname is Dr. 
Death or Killer Kemp," and there's all these other names, and you 
automatically get these fears. These doctors actually treat you Uke 
that. 

You watch these people lajdng in hospitals, terminal patients, 
dying, laying there suffering. When you ask them why they don't 
give any pain medication, they tell them, "Well, we don't want you 
to have a drug habit." There's a lot of torture that goes on. 

Mr. HUGHES. Don't you think that you'd have the same problem 
with that in the private practice with physicians? Doesn't it vary 
from physician to physician? That's why people choose one physi- 
cian over another. Don't you have the same problem? 

Mr. MAYLEY. Tve been in the Mayo Clinic. I've been at both 
Methodists hospitals, St. Mary's Hospital, and I have about five 
physiciems that have treated me for over 4 years now, and I've 
never seen any problems with any of them. There never have been 
any problems at all with any of our physicians downtown. Fve 
never been treated like an inmate. I've never been treated like "I 
don't care if you live or die." I'm always been treated with respect 
and treated very well, cared about If I'm hurting or receive pain 



43 

medication, I don't hear, '^ell, I don't want you to have a drug 
problem, so Fm not going to give you that. I'd rather you suffer. 

Mr. HUGHES. Well, thank you, Mr. Mayley. 
Mr. Blitzstein, why don't you tell us something about your situa- 

tion? 

STATEMENT OF HERBERT BLITZSTEIN, PRISON INMATE 
Mr. BLITZSTEIN. I was at the Federal prison camp in Boron, CA. 

I surrendered there in October 1987. 
Mr. HUGHES. What were you charged with when you  
Mr. BUTZSTEIN. I was charged with tax evasion and credit card 

fraud. I have tm 8-year sentence and I'm doing the maximum re- 
lease. 

Anyway, I got sick in January or February 1988, and I had trou- 
ble breathing quite a bit. So, I went to the physician assistant. 
They don't have a doctor at Boren, CA. They have a PA there. They 
do have a doctor, a contract doctor, that comes in once a week or 
once every 2 weeks, or whatever. I went to the PA on several occa- 
sions, and she told me, "You have a little flu or cold." 

It got worse and worse. One day on a Sunday I was eating in 
the mess hall and the captain was sitting next to me, and he said, 
"You look very sick. I want you to go to the hospital." And I 
couldn't breathe very well. 

They then took me to Lancaster Hospital in Lancaster, CA, 
where I was admitted immediately because I had pneumonia. 
While I was being treated for pneumonia, I had a cardiologist 
there, and he told me that I had a heart attack. I believe he caned 
it a silent heart attack. His name was Dr. Yagani at the Lancaster 
Hospital. 

They called a specialist in by the name of Dr. Yo, a lung special- 
ist. He drained some fluid and made sure it wasn't malignant, so 
on and so forth. I had excellent care at the Lancaster Hospital. 

The PA at Boron, CA, her name was Sandra Gutteratz. She told 
me because I was very heavy and that my lungs were smaller than 
normal people and I wasn't able to get any air. She was a woman 
of about 350 pounds. So, I said to her, "If I don't get any air, I don't 
see how you're breathing at all." She got mad at that, naturally. 

I kept complaining that I was short of breath and she did noth- 
ing. By the way, the inmates call her "Killer Tomato" when she 
wears red. I was selected to a work cadre at Nellis Air Force Base 
in Las Vegas, NV. That's my home. 

In August 1989, I had a breathing problem, and the warden 
there, John Dobre, took me to the Nellis Air Force Base Hospital. 
He had a choice to send me to the county hospital or a private hos- 
ftital. He selected to put me in a private hospital, which saved my 
ife. 

I had a double bypass. The next day, by the way, I had a quadru- 
ple bypass. My heart filled up with blood about a day later, a day 
and a half later. I had a quadruple bypass after that. Two different 
surgeries. 

I had some complications. I was given a drug called proamine, 
which is the opposite of heprine, and I developed some leg prob- 
lems when they tried to take the veins in my right leg due to a 
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diabetic condition. Gangrene set into my leg and my foot. I was 
about to lose my leg until a plastic surgeon came in the picture. 

I had several doctors at Valley Hospital, by the way. I had a doc- 
tor for internal medicine. I had a cardiovascular. I had a pul- 
monary doctor, a plastic sureeon, and an orthopedic. Now the Bu- 
reau of Prisons paid for all of this, by the way. 

While I was in the hospital a doctor came down from Terminal 
Island and told the head doctor, which is Dr. Miller, in Valley Hos- 
pital that he looked into my records there and he said he was sent 
down from Washington. He looked at the records and he talked to 
my doctor and two nurses and told them that, "Well, it don't look 
like there's much good; just cut his leg off and send him back." 
That was his statement, by the way. 

Mr. HUGHES. Who was he? Who was that? 
Mr. BuTZSTEiN. I don't know. He was from Terminal Island. I 

don't have it with me. I had the—my lawyer has some records of 
that. 

Mr. HUGHES. Was he with the Bureau of Prisons? 
Mr. BLITZSTEIN. Yes. Yes, he was with the Bureau of Prisons. 
After all this surgery, I was on my back for over 3 months, which 

I could understand the Bureau of Prisons was trying to get me out 
of the hospital as fast as they could because medical expenses in 
Las Vegas are very, very high, probably one of the highest in the 
country. 

Finally, after x amount of time, about 3 months, they shipped me 
to FMC, Rochester. I was in very bad condition. By the way, this 
doctor from Terminal Island tried to get me released from Valley 
Hospital on several occasions, but the doctors at Valley Hospital 
would not release me because of my very poor condition. 

When I got to FMC, Rochester in November, just before Thanks- 
giving 1989, I was sent there for therapy. I couldn't walk or any- 
thing. I had open sores or ulcers, whatever, on my leg, on my right 
leg, and I was in a very weak condition. 

I waited around for about 4 or 5 months or so to get therapy at 
FMC Rochester. The therapist that was there at that time didn't 
do very much in the Bureau of Prisons. He had moved on to an- 
other station. The Public Health Service from Springfield prison 
came Uiere on a weekly basis or semiweekly, like maybe 2 weeks 
at a time or 3 weeks at a time. They rotated from Springfield to 
FMC Rochester. Their names were Gene DiLolio, a fellow by the 
name of Wagner, and another one by the name of Hunt. They were 
excellent people. 

They started my program of rehabilitation. Then after some time, 
FMC Rochester finally hired two fellows who are also with the 
Public Health Service. One's David Nester and the other one is 
Mike Flyzik. I mean, I just have the highest regard in the world 
for these people. They're caring. They want to nelp you. There's 
just no end to them. They've helped me—they really brought me 
back to life; I'll put it that way. 

And, also, you know, Fve been very lucky there. I didn't have one 
of the doctors that would push you aside. I had Dr. Canatella, who 
is very well known in the institution for her concern, and also Dr. 
Thompson. I developed another ulcer or infection in my foot, and 
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Tm on my road to recovery. And that's Imsically my story. 

Mr. HUGHES. SO, I gather  
Mr. BUTZSTEIN. In the beginning if it wasn't for the warden at 

Nellis, Mr. Dobre, and Mr. Van Tassel, I don't know what would 
have happened. On two occasions, I went into cardiac arrest at Val- 
ley Hospital. So, I guess I'm glad to be here right now. 

Mr. HUGHES. SO, I gather overall the medical care you received 
was pretty good? They didn't hesitate to get you to a private 
institution  

Mr. BUTZSTEIN. One more thing, Congressman: the PA at Boron, 
CA, took my heart medicine away from me. It was several months 
later when I had my severe heart attack. She eliminated my medi- 
cine completely. She said I didn't need it any more. She almost 
killed me. 

Mr. HUGHES. SO, just by way of summary, I gather, aside 
from  

Mr. BLITZSTEIN. Yes. 
Mr. HUGHES [continuing]. Several things that the PA, the physi- 

cian assistant in Boron, CA, did  
Mr. BLITZSTEIN. Yes. 
Mr. HUGHES [continuing]. Such as taking your heart medicine 

away and her diagnosis  
Mr. BLITZSTEIN. Right. 
Mr. HUGHES [continuing]. Of your small lung condition, and the 

complaint that somebody from Washington at one time was pre- 
pared to  

Mr. BLITZSTEIN. I have no other complaints. 
Mr. HUGHES [continuing]. Forfeit your leg in the process, author- 

ize them to take vour leg away, that overall the medical care you 
received was good and that they provided excellent care, I take it, 
in the private sector where you were taken for your condition in 
Las Vegas? 

Mr. BLITZSTEIN. Yes. 
Mr. HUGHES. Any idea what the expense was in Las Vegas? 
Mr. BUTZSTEIN. I believe it was in the hundreds of thousands. 
Mr. HUGHES. Well  
Mr. BLITZSTEIN. I was there for 3 months and 3 days. 
Mr. HUGHES. If you were in an institution for 3 months, I would 

assume it would be in the himdreds of thousands. 
Mr. BLITZSTEIN. Yes. The exact amount I'm not sure. 
Mr. HUGHES. I see. 
Mr. BLITZSTEIN. I heard some figures, but I wouldn't say. I don't 

know. 
Mr. HUGHES. Mr. Reino, we welcome you. I thank you very 

much, Mr. Blitzstein. 
Mr. BLITZSTEIN. You're welcome. 
Mr. HUGHES. Mr. Reino, welcome. Why don't you tell us a little 

bit about your situation? 

STATEMENT OF RINALDO REINO, PRISON INMATE 
Mr. REINO. Well, Mr. Chairman, mine ran with three different 

doctors, not iust one. Mine startea in Leavenworth, KS. I under- 
stand uiat tnere were over 1,000 inmates there at the time and 
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there were only three doctors there, but there were six or seven 
PA's there. 

Mr. HUGHES. Why don't vou tell us, first of all, why you're in 
prison, where you're presently located, and then you can tell us  

Mr. REINO. I committed a crime. I was guilty of it I pleaded 
guilty and went to jail. 

Mr. HUGHES. What was the nature of the offense? 
Mr. REINO. Conspiracy to buy and sell narcotics. 
Mr. HUGHES. Narcotics? OK. And, what kind of a sentence did 

you receive? 
Mr. REINO. Fifteen years. 
Mr. HUGHES. When were you sentenced? 
Mr. REINO. I was sentenced—well, I was picked up September 

26, I believe, in 1982. I was sentenced on January 25, 1983. 
Mr. HUGHES. And you're about to be released from prison? 
Mr. REINO. Yes, another couple of days. 
Mr. HUGHES. I see. 
Mr. REINO. What they call MR, mandatory release. 
Mr. HUGHES. I see. Tell us a little bit about your condition, how 

it occurred, and the kind of care you received. 
Mr. REINO. Well, I kept trying to get to see the doctor at Leaven- 

worth, and his name was Barrowman, a young fellow, one of these 
doctors that they bring to pay off their loans, or whatever it is. He 
had just started to work there. 

One day I was working in unit corps and I just couldn't take it 
any more. I fell down. The officer in unit corps picked me up, want- 
ed to know what was the matter. I said, "I don't know. I can't sleep 
at night. My chest is killing me." 

So ne says, "All right, let me call a doctor to help take you over 
there," which he did. 

They treated me for a cold. He said I had a bad cold and he was 
going to keep me in the hospital over the weekend because he 
couldn't give me the medication that he wants to give me in popu- 
lation. So, he put me in the hospital. That was a Friday afternoon. 

Mr. HUGHES. What year? 
Mr. REINO. 1983. Actually, I believe it was December 10, 1983, 

or December 7, one of them days; I'm not too sure of the date, Mr. 
Chairman. 

And he gave me a pill. The night man come on with the para- 
medic that was working the hospital. He was an inmate at Leaven- 
worth, but he was working in the hospital with the night man. He 
come in at 10:30 and gave me my other pill. By 12 o'clock at night, 
I had fallen out of bed. I fractured the fiflh and sixth vertebrae in 
my neck. He never took any of the other medications away from 
me; he just kept adding it on. I was taking, I don't know, anywhere 
between 30 and 50 pills a week. I had three different kinds of 
squeeze breathalizers, whatever you want to call them; I don't 
know. 

Instead of doing something or x raying, the paramedic that was 
there said there was somethmg wrong with my neck. I'm laying on 
the floor. I fell out of bed, had a few little cuts on me. He sa^s, 
"Don't move him until we strap him and get his neck right," which 
the kid was right; I had fractured the fifth and sixth vertebrae. 
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Anyway, they put me in the room next door. They started getting 
the (doctor. They never done nothing until Monday afternoon. They 
never x rayed me. They never come in to see me. And then when 
I got to the hospital, someone, one of the lieutenants says, "He goes 
to the outside hospital now." I don't know who it is, Mr. Chairman. 
I can't remember his name. But, he said, "I don't care about proce- 
dures. You take this man to the outside hospital now." 

Now I was in a coma. I don't know all of this that went on. This 
was all told to me. 

When I was taken to the Leavenworth Hospital in that little 
town—I don't remember the name of it, but they refused me. He 
says. This man is dying of pneumonia. "Take him up to the Kansas 
City University Hospital," which isn't too far away. And that's 
where they saved my life. That was the first time. 

When I woke up 8 days later, my wife was standing alongside 
the bed with my daughter-in-law, and she's telling me what nap- 
pened and that I needed an immediate operation because I frac- 
tured the fifth and sixth vertebrae in my neck. I had caught a lung 
disease called histoplasmosis. I hope I said it right. And I've got 
pneumonia on top of it. This man is treating me for a cold. 

But, anyway, they saved my life there with that. My wife says, 
yes, go ahead and give him the operation. She gave them all the 
insurance papers and signed everything. With that, a couple of 
marshals come in and said, "No, you can't operate on him. We've 
got to take him down to Springfield," which isn't too far from Kan- 
sas City. 

I don't know all of this. All that I know now is that my wife is 
coming back in the morning at 9 o'clock. Well, it seems that the 
doctor who was on refused to sign any papers to turn me loose. And 
they came there at 8 o'clock the next morning with a warrant from 
the judge, whatever you want to call it, and took me out and 
brought me down to Springfield. I was in Springfield December 18, 
1983. I've been there since. 

Dr. Alback, who was a retired neurosurgeon, was working for 
them at the time, and he lives in the Phoenix area—excuse me, the 
Springfield area. He told me I had to get an immediate operation, 
too. He said, "But, we can't do it because the anesthesiologist says 
you cannot breathe on your own. We're going to have to wait." 

Well, for 3 months I had a brace on my neck which they put on 
me in Kansas City when I was up there. I was doing fine. The 
pneumonia was over. I was taking baths, doing everything on my 
own; no problem. 

They kept x raying, and finally after the third time, the 3rd 
month that they waited so long, he says, "Reino, I can't wait any 
more. We have to operate." He says, "The fracture is getting larg- 
er." 

I said, "Do what you have to do." 
Well, I went for the operation March 12, 1984, just about 3 

months after I got there. From that day to this day, I have no feel- 
ing on my right side; I'm partially paralyzed; I can't walk unless 
somebody helps me. That was the one. 

Again, the second time—he retired in October 1985, Dr. Alback. 
When he retired, he asked me, he said, "Reino, you've got to get 
another operation." When that man put his hand out to shake my 
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hand, I never saw anybody shake like that, and this is the guy that 
operated on me. OK, he was a retired neurosurgeon, ^ou know, and 
he was more or less doing them a favor or just making some extra 
money, or what. He was there for 4 or 5 years and then quit after 
my operation. He said, "I'd never work up there again," meaning 
the operation room that they had in Springfield, which I believe 
the Director himself told you they don't operate up there any more. 

But, anyway, I just wouldn't take another operation. I was afraid 
to. I'm crippled now. What are they going to do if they operate 
again? 

But, what happened was a Dr. Puzzo, neurologist, out of school, 
he came down. He gave me all kinds of tests and everything else. 
He said, "Reino, Tm going to send you down for a MRJ," which is 
a ma^etic scan. It's like the cat scan, but I guess they can pick 
out different parts of your body and bring them forward. 

Well, he sent me downtown. When he got the results, it showed 
a damaged nerve. He explained that the nerve that's damaged is 
in the center of the spine. There's nothing that could be done about 
it. "It's a good thing you turned down the operation." 

But, in the meantime, like I am, but I was doing real good, get- 
ting up behind a chair, going tophysical therapy—^tne finest people 
Fve ever known down there. They're not all bad over there, Mr. 
Chairman. There are very, very, very excellent people. In fact, 
some of these boys I believe had the same people that I had in 
physical therapy: Mr. Hunt, Mr. Diullo. They run tljat place with 
care. They make sure you get everything you're supposed to get, 
and they oelieve in it. "They nelp you. They re better than psychol- 
ogy talking to you, better than the psychologist they've got over 
there. They make you believe in yourself and do something. But, 
that's only physical therapy. The rest of the place I don't know. 

But, anyway, in 1987, I believe it was—1988, 1987 or 1988—1 
started complaining again about my chest. I says, "Doctor, some- 
thing's wrong." That was Dr. Nelson. He's the chief of medicine, not 
a medical doctor. 

But, anyway, he had my case. He was taking care of me since 
Dr. Alback retired. For 2 months I kept complaining. Finally, he 
said, "Well, we're going to take an x ray." He said, "I'll let you 
know what's going on." 

He took the x ray. He came back the next morning to see me. 
He said, "Did you get the x ray." 

I said, "Yup." I said, "You didn't see it?" 
He said, "rJo. not yet. They'll send it to my office." He said, 

"We've got the lung doctor coming in next Monday." He said, "I'll 
have him look and we'll see what's going on." 

Well, the lung doctor didn't come in next Monday. He come in 
the following Monday. It was 2V2 weeks from the time I took that 
x ray. He's supposed to be a doctor. He can't read an x ray. He 
didn t know what was going on. 

When that lung doctor seen it, he turned around and said, "What 
the hell are you doing with this man? He's got a bad infection." 
"That was it. He stopped talking because he figured he can't say 
that in front of me. You know, I'm an inmate. 

Well, they took me out of the room and brought me downstairs. 
About an hour later. Dr. Nelson come back down. By the way, this 
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lung doctor is a specialist out of, I think it was, St. Johns Hospital 
down there—^wonderful. 

He says, "Well," he says, "I took a couple of tests on you." He 
says, "I've got to take some more." TTiey haven't touched me in 4 
months. They didn't put a stethoscope to my chest. "What test did 
you take?" 

He says, "Well, I've got to take some more." 
A few days later all I know is I'm being taken to some place; 

somebody's got me on a stretcher taking me away. I went from a 
fat 215 pounds I am now down to 132, dying. My wife gets a tele- 
gram that I'm on the critical list. That was the third time. 

Mr. HUGHES. You were at St. Johns? 
Mr. REINO. Excuse me, sir? 
Mr. HUGHES. You were at St. Johns Hospital? 
Mr. REINO. NO, I was right there  
Mr. HUGHES. In Springfield? 
Mr. REINO [continuing]. At the center. Yes. 
And, next I woke up there's a priest over me giving me the sign 

of the cross. I said, "No, I ain't dying." And I didn't. 
I got everything back to where I am. But, because that man 

couldn't read an x ray is why I went completely backwards. 
My condition—they can't fix the nerve. As I go along, I have to 

get worse. I don't get better. How long it is before I completely get 
in this wheelchfdr depends on me. I nave to keep working. I nave 
to keep trying and don't just sit down and let it go; I can't do that. 

These are three different times. Since I had that TB—^tuber- 
culosis is what I caught and was dj^ng. There was 15 of them that 
I know of on that floor tliat got it, including five staff members. 
Well, they ^t all the staff members right away, checked everybody 
out. Why didn't they check me out? I lived with the first guy that 
got it for 2 months. They didn't check me out. 

This is the stuff that's being brought—this is what they call 
management over there. They don't give a damn. You might have 
some real good doctors there—maybe—^but I haven't met any. As 
far as the rest of the people that manage the place, the nurses are 
fine, but they can't do nothing. They can do what the doctor tells 
them. The only thing a nurse can do is give you an aspirin if the 
doctor ain't there. 'Then you'll wait 4 hours more to get another 
one, and she has to mark it down. That nurse cannot give you 
nothing unless it's done by a doctor. 

This Dr. Nelson, he's all right. He's a fine gentleman, but we call 
him "Dr. Quick" because he's walking saving "How you doing?" And 
before you get a chance to talk to him, he's gone. You know, we're 
felons. We're whatever you want to call it, out there's no need to 
treat us like that. 

They need a chance. Like you asked them before, if you work to- 
gether with the Bureau of Prisons and this other gentleman that 
was there, maybe you could do something that we needed yester- 
day, not next year or the year after. It's got to be done now. 

I saw so many people die up there I'm scared to death. You 
wouldn't believe the people that die there. They're just left there, 
laying there and die. Don't feed them; don't give them nothing. For 
God's sake, have some kind of pity, some kind of mercy. Give them 
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a shot and kill them. Why are you letting the guy lay in bed week- 
in and week-out and dying? For what? 

I could understand them having the AIDS patients there and 
don't send them home. They said they've been sending people 
home, you know, Quicker release. But they damned sure di(ui't do 
that to aiwbody wnile I was there, not that I know of, and I can 
tell you, if I want to go back 7V2 years that I'm in a hospital, not 
in jail but in a hospital, if you don't think that's not doing time, 
it is, rough time. 

I don't know, maybe 300, 400, or 500 I saw die. I don't know. 
Something has to be done for these people. To me, they can't do 
nothing. Vm going home in 2 days. I m done. I've got my 9 years 
in; it's fine, finished. Don't worry about me any more, but maybe 
you could do something for the other kids that are there. 

Mr. HUGHES. What is it in particular that leads you to believe 
that the Bureau could have prevented some of the deaths? People 
go to the hospital all the time when they are critically ill. Unfortu- 
nately, it's a part of life; some of them die. They're not able to treat 
everybody and cure them of their illnesses. I suspect that many of 
the illnesses that you described, where the inmates died, predated 
their incarceration. What is it in particular that leads you to be- 
lieve that the stafT at Springfield did not do their very best to try 
to save those lives? 

Mr. REINO. An Indian came on my floor. He come in from an- 
other institution, three or four rooms away fi-om me. I very seldom 
leave my room because I don't want to get any more diseases* Fm 
too short; I want to go home. But, this Indian walked up and down 
the hall. And I do some painting, and he stopped by my room, and 
we got firiendly. I says, "What are you here for?" 

He said, Ah, tne/re going to send me downtown for an 
angiogram. They've got to check my heart. They flew me in rig^t 
away. 

Seven weeks later he says, "When do you see a doctor around 
here?" 

FVom your Question, you think it's a—it's true, they don't get to 
you. You just lay there and wait until they've got the time to come 
to you. If you buy a bag of potatoes, you've got rotten potatoes in 
there all the time. We both know that. Half of the—maybe more 
than half of the claims that they got suing the Government are 
wrong, but the ones that are right, we donT deserve that You've 
got to do something about it. 

Mr. HUGHES. Let me ask you this: you had one operation in the 
early part of 1984? 

Mr. REINO. Yes. March 12, 1984. 
Mr. HUGHES. That was performed by Dr. Altman? Is that  
Mr. REINO. Alback. 
Mr. HUGHES. Alback? 
Mr. REINO. Dr. Alback. 
Mr. HUGHES. How does he spell his name? Alback? 
Mr. REINO. A-L-B-A-K or A-L-B-A-K-E, A-L-B  
Mr. HUGHES. A-C-K, or something like that? Alback? 
Mr. REINO. Yes. 
Mr. HUGHES. NOW he performed the only operation that was per- 

formed at Springfield? 
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Mr. REINO. Oh, not the only one. They were doing all kinds of 
operations. 

Mr. HUGHES. When did you have your second operation then? 
Mr. REINO. I did not take the second operation. I refused it. 
Mr. HUGHES. Yes. That was my question. I take it from your tes- 

timony that you had only one operation at Springfield? 
Mr. REINO. That's right. And that one time—after that  
Mr. HUGHES. And wnat was done to attempt to correct the frac- 

ture in your neck? 
Mr. RJBINO. Well, they took a piece of bone out of my hip and had 

to fuse it 
Mr. HUGHES. Who did that? 
Mr. REINO. Dr. Alback. 
Mr. HUGHES. Dr. Alback? 
Mr. REINO. Yes. 
Mr. HUGHES. That was the first operation? 
Mr. REINO. Right. 
Mr. HUGHES. OK. Did you ever receive any medical attention 

outside at St. Johns or any other facility? 
Mr. REINO. NO, the only time I went outside after the operation 

was for the MRI, which is the magnetic scan. 
Mr. HUGHES. That was the only test that was performed, the 

MRI? 
Mr. REINO. Yes, but in 1982, or the beginning of 1983, I'm not 

sure just when. When I was sentenced, the judge sentenced me to 
go through Springfield before I went to Leavenworth. He wanted 
a health report on me because I had had a heart attack in 1972, 
and he wanted them to check it out. 

When I came through Springfield—I think I left there some- 
where around June 1983. I went to Leavenworth, got my 
angiogram from them and went back, and with a clean bill of 
health they said; no bypasses; everything is fine. My heart's fine; 
just take it easy. You know, everythmg was fine. 

Mr. HUGHES. You're in a wheelchair today. Are you able to walk 
on your own? 

Mr. REINO. Not without help, no. 
Mr. HUGHES. Not without help. And how long have you needed 

assistance to walk? 
Mr. REINO. Seven and a half years, since they operated. 
Mr. HUGHES. Since the operation? 
Mr. REINO. Yes. Well, I was worse than this. I was doing real 

good. Like I sav, if they caught the TB—I went backwards 7 years. 
I'm starting all over again, but the way I understand it, it'll never 
get much better. 

Mr. HUGHES. I see. Well, thank you very much, Mr. Reino. 
The gentleman from North Carolina. 
Mr. COBLE. Thank you, Mr. Chairman. 
Gentlemen, it's good to have you all here. 111 question you in the 

order of appearance. 
Mr. Mayley, you indicated that you should have gone every 3 

months but you didn't go. Refresh my memory. I didn't read that 
clearly. 

Mr. MAYLEY. Dr. Jackson from the Mayo Clinic wanted to see me 
every 3 months, and there's much documentation about this, to 
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check my neck and facial area for tumors, cancerous lumps. They 
were very concerned about the cancer reoccurring after the treat- 
ment at Springfield. 

Mr. COBLE. But, you did not go back, you did not return every 
3 months? 

Mr. MAYLEY. For, I believe it was, about 6 months, two trips, I 
went back and saw him, and we discussed a reconstruction pack- 
age. As we would do that, he would feel all around the areas that 
they were concerned with the cancer reoccurring. Then after the 
cancer came back, I never saw Dr. Jackson again. After the lump 
reappeared, I never saw him until they operated on me. 

Mr. COBLE. I guess you felt that you should have seen him peri- 
odically, did you not? 

Mr. MAYLEY. I didn't understand. 
Mr. COBLE. Was it your belief that you should have been in con- 

tact with him, or he in contact with you, on a periodic basis? 
Mr. MAYLEY. It was my belief from the staff at the Federal medi- 

cal center that I was waiting to see him. 
Mr. COBLE. OK 
Mr. MAYLEY. They were telling me, "You're going to go see this 

man. Don't worry about it. You're going to see Dr. Jackson." 
Mr. COBLE. I presume that there is an administrative remedy 

process available. Did you ever think to go to somebody and say, 
Listen, I saw my doctor several weeks ago. I think the time has 

come to see him again?" Did you ever initiate that sort of thing, 
Mr. Mayley? 

Mr. MAYLEY. We initiated many avenues as far as writing to the 
U.S. Congress, the U.S. Senate. Of course, we get this stereotype 
answer because the letter was returned back to the warden, and 
the warden would say you're free of cancer and nothing happened. 
The same letters—the letters are the same for every letter. 

I did file from Terre Haute—^when they transferred me, after 
they cleared me medically, they transferred me to Terre Haute. I 
spent about 3 weeks at Terre Haute. I filed administrative rem- 
edies in Terre Haute which were never answered because it was 
sent back. I sent it directly to the region, and it was returned to 
me. They told me that my administrative remedy didn't show merit 
and that I was going to ship back to El Reno from Terre Haute. 
We filed litigation to come back. 

Mr. COBLE. And, I assume, Mr. Mayley, that the physicians with 
whom you were in contact were not outside physicians? They were 
physicians assigned to the institutions? 

Mr. MAYLEY. Yes, sir. 
Mr. COBLE. Public Health Service physicians? 
Mr. MAYLEY. No. Two of these physicians were retired, and they 

worked at the Federal medical center. 
Mr. COBLE. OK. Thank you, Mr. Mayley. 
Mr. Blitzstein  
Mr. BLITZSTEIN. Yes, sir. 
Mr. COBLE [continuing]. I don't mean this to sound humorous in 

any way, but in fact it's sad humor when I say that, other than the 
fact that one guy said, "Cut your leg off," and other than the fact 
that somebody pulled you off of your heart medicine that may have 
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accelerated other trouble, you were OK? As I say, that's sort of a 
sad humorous approach, but  

Mr. BLTTZSTEIN. I'm OK, yes. 
Mr. COBLE. This is frightening, Mr. Chairman, to me, if in fact 

some physician did say, "Whack his leg off," as you described  
Mr. BLITZSTEIN. I have a court reported documented  
Mr. COBLE. NOW was this a Public Health Service physician? 
Mr. BLITZSTEIN. NO, sir. 
Mr. COBLE. Outside physican under contract? 
Mr. BLITZSTEIN. NO, no, a physician from Terminal Island. I don't 

know who he was. 
Mr. COBLE. OK. 
Mr. BUTZSTEIN. I don't have the record of him right now, but I 

could  
Mr. COBLE. It appears, Mr. Blitzstein, that you give a mixed re- 

view. On the front end—that is, in the California end—not too 
favorable  

Mr. BLITZSTEIN. Right. 
Mr. COBLE. But, as you came back East, you have apparently 

sterling and favorable comments to make? 
Mr. BUTZSTEIN. Well, they saved my life; there's no question 

about it. 
Mr. COBLE. Yes. 
Mr. BUTZSTEIN. Yes. I just think that where there's smoke, 

there's fire. When you see writs filed against all these PA's, or who- 
ever it might be, and legal action taken against these people, I 
think somebody from the outside should look in and see what it's 
about—people other than the Government staff. People just don't 
file lawsuits against people for no reason. When you get a person 
who has multiple suits against them and whatever, tnere's a rea- 
son for it I know we're inmates and maybe we're noted as second- 
class citizens; I don't know, but not everybody's the same. 

Mr. COBLE. Well, the chairman and I, you may recall, Mr. 
Blitzstein, earlier today in our exchange with the Director, we indi- 
cated the importance of outside review. 

Mr. BLITZSTEIN. Right. 
Mr. COBLE. Sir, your name is pronounced  
Mr. REINO. Reino. 
Mr. COBLE [continuing]. Reino. Mr. Reino. Thank you, Mr. 

Blitzstein. 
Mr. BLITZSTEIN. Yes. 
Mr. COBLE. Mr. Reino, at one point in your testimony you said, 

•That's where they saved my life." Where was that? 
Mr. REINO. The University of Kansas City Hospital, sir. 
Mr. COBLE. And you were in custody at what institution at that 

time? 
Mr. REINO. Leavenworth. 
Mr. COBLE. OK. So, you were dispatched from Leavenworth to 

Kansas City. 
Mr. REINO. Yes. 
Mr. COBLE. And this medical attention was delivered by, I pre- 

sume, civilian physicians  
Mr. REINO. Yes, sir, in the hospital. 
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Mr. COBLE [continuing]. Civilian medical staff not connected with 
the Bureau of Prisons? 

Mr. REINO. NO, sir. 
Mr. COBLE. OK. Mr. Chairman, I believe that's all my questions. 

Thank you, gentlemen, for appearing before us. 
Mr. HUGHES. The gentleman from Illinois. 
Mr. SANGMEISTER. I was not here for the very beginning of your 

testimony, but there's something that I wanted to get straight. Mr. 
Mayley I know has a lawsuit pending. Mr. Blitzstein, you made ref- 
erence to lawyers and depositions. Do you have a lawsuit pending? 

Mr. BLITZSTEIN. We haven't filed it yet, as of this time. 
Mr. SANGMEISTER. OK, but it's being contemplated. And, Mr. 

Reino, where are you as far as litigation is concerned? 
Mr. REINO. I have a suit. 
Mr. SANGMEISTER. YOU have a suit pending? 
Mr. REINO. Yes, I do. 
Mr. SANGMEISTER. SO, all three of you, then, are involved in it. 

Taking at first blush that everything you said is true that's hap- 
pened to you, and I don't deny that it has, apparently there is mal- 
practice involved in all three of your cases. Of course, that happens 
out in the regular life as well. 

But, the thing that I'm interested in trying to get at, and I think 
the chairman's trying to get at, too, if you can put your own strong 
feelings in this area aside, how does the general population that 
you live with every day feel? Do you hear a lot of complaints about 
health problems? 

Mr. REINO. Yes, we do. Yes. 
Mr. SANGMEISTER. Anyone that wants to answer that? 
Mr. MAYLEY. People are scared to death. It comes down—^if 

you're in a Federal medical center and you have Dr. Canatella as 
your doctor, you don't have anything to worry about. You have a 
woman that cares about your life. She should be the medical direc- 
tor of that place, running that place, because she cares. 

If you have Dr. Tron, you mi^fht have to speak three different 
languages to understand what this guy says. He doesn't even speak 
good English. If you try to explain something to him, he doesn't lis- 
ten. "I don't understand" or  

Mr. SANGMEISTER. Well, I have a few doctors in my local clinic 
that are that way, too. I understand. 

[Laughter.] 
Mr. MAYLEY. But, my doctor. Dr. Kemp  
Mr. SANGMEISTER. lliat's aggravating. I understand. 
Mr. MAYLEY [continuing]. I'm scared to death of the woman. I 

mean, I just spent the last 7 months getting someone there to lis- 
ten to me enough to send me downtown to have a bone spur re- 
moved off my hip. It's doing damage internally. It's taken me 7 
months playing games with—I go from this doctor, "Well, I'm going 
to send you to this doctor over here and let him look at it. It's 
plainly visible on the x rays. The x-ray reports come back showing 
it, that I have these problems. 

Mr. SANGMEISTER. SO, is there an attitude there in the popu- 
lation, then, that unless you've got something really seriously 
wrong, that you're better off not to even ask for any medical help? 
Is that the kind of atmosphere that you're talking aoout? 
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Mr. MAYLEY. There's a lot of people that won't go near them 
until something really serious happens. But, like someone in my 
case, I'm scared; I don't want to die. I do eveiything I can, working 
out, healthwise, trying to survive. I went down to 150 pounds dur- 
ing this operation, and it's taken me 4 years to get some of the use 
back that I've lost and to get my health back. I'm afraid; I want 
to be healthy. When I have a problem, I don't go to them, as they 
say, to manipulate or to want to stay in Rochester. I go to them 
because I know something is wrong with my body. 

All they did for this 7-month period of time. Dr. Thompson and 
Dr. Kemp, is just say, "It's your wei|fht training. If you would stop 
lifting weights, you wouldn't have this problem. 

Then I finally see an orthopedic specialist who says, "We have 
to remove this bone spur. Its not your weight training. That's 
where they took the bone out to put in your jaw." 

Mr. SANGMEISTER. Mr. Blitzstein, do you generally feel the same 
way? If I asked you the question: If you were in charge, what 
would be the one thing that you'd like to see done as far as medical 
services are concerned? 

Mr. BLITZSTEIN. I really don't have that much of a complaint 
against the medical services at Rochester. I mean, I had Dr. 
Canatella and I've had the occasion to use Dr. Thompson. As far 
as I'm concerned, they're the two best doctors. So, I don't really 
have a complaint against them. But, what I hear is that there are 
people that have a lot of complaints, you know, but I personally 
don t. I have great therapy, and she is a very caring person. She s 
my doctor and she calls me down whenever she wants to see me. 
She's on top of things very, very much. 

Mr. SANGMEISTER. What about you, Mr. Reino? 
Mr. BLITZSTEIN. And the nurses are terrific there. I mean, really 

I mean I have good medical care at this time, you know. 
Mr. SANGMEISTER. Mr. Reino. 
Mr. REINO. All I got to say is they claimed before, one of them 

said that they don't retaliate, they don't do this, they don't do that. 
Look up the records for the past month. They shipped out over 100 
people, 100 guys, from Springfield, running them all around the 
country. They tried to do it to me last week. A week ago Thursday 
they tried to ship me out. I said, "You can't ship me. I'm being sub- 
poenaed to New York. Where are you shipping me?" 

He says, "You're going." 
I said, "OK." I started to the phone, picked up the phone and he 

said, "Wait a minute. Let me check you out first. Let me make 
sure." 

They would have had me to go on a bus to El Reno, an 8-hour 
ride by bus. 

Mr. SANGMEISTER. And you believe  
Mr. REINO. Tell me they are not retaliating against people? 
Mr. SANGMEISTER. If I understand you correctly, the reason that 

they're just moving you around is because you're  
Mr. REINO. The/re moving them around for the simple reason— 

you check on how many of them guys sent letters to people like 
you. 

Mr. SANGMEISTER. And you think there's  
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Mr. REINO. Just check on the last 100 guys that were shipped 
out of Springfield and find out how many letters were sent to you 
people, and you'll find out if they're harassing these people or what 

Mr. SANGMEISTER. SO, if you write your Congressman, you're 
going to get shipped; is that what you're saying? 

Mr. REINO. On, yes, they shake you down and steal all your 
paper and say, "Yes, we shook him down, but we didn't see no pa- 
pers in there. Go ahead and prove it now." 

Mr. SANGMEISTER. That's all I have. 
Mr. HUGHES. I just have a couple of Questions. Now I'm confused, 

Mr. Blitzstein. You indicated that you nave no complaints, and yet 
I understood you to 

Mr. BLITZSTEIN. I have no complaints against FMC, Rochester. 
Mr. HUGHES. Oh, Rochester? 
Mr. BLITZSTEIN. Yes, sir. 
Mr. HUGHES. Because I understood that  
Mr. BLITZSTEIN. Or Valley Hospital. 
Mr. HUGHES. I understand you do have some complaints against 

some within the system? 
Mr. BLITZSTEIN. Well, at Boron, CA. 
Mr. HUGHES. Boron, CA. 
Mr. BLITZSTEIN. And the doctor that came to Valley Hospital in 

Las Vegas. 
Mr. HUGHES. I see. 
Mr. BLITZSTEIN. Those are my complaints. I don't have any other 

complaints. 
Mr. HUGHES. I see. Well, let me see if I can summarize, as best 

I can, what I take to be your testimony. I gather there are good 
parts to the system and some parts that need some attention. 

Mr. BLITZSTEIN. Yes, there are caring people and there are not 
caring. 

Mr. HUGHES. There are people that care and there are people 
that you have the impression do not care? 

Mr. BLITZSTEIN. Right. 
Mr. HUGHES. YOU have some competent people in staff and medi- 

cal positions, and you have some that are not so competent? 
Mr. BLITZSTEIN. Yes. 
Mr. HUGHES. Unfortunately, there are language problems as my 

colleague from Illinois stated, around the country in the private 
sector as well as in the institutions. 

Mr. BLITZSTEIN. Yes. 
Mr. HUGHES. There are not enough physicians. I think the Direc- 

tor in his testimony alluded to the fact that we have 25 vacancies 
out of 175. 

Mr. BLITZSTEIN. Yes. There are also other problems. Congress- 
man. I mean, I hear doctors take away a diabetic's snacks at night 
or bananas or fruit, whatever, because it's too expensive now and 
the budget can't call for it. You can't have this cream for your leg. 
It's the money factors now. I just say, if I needed a pill to keep me 
alive, if it was too expensive, maybe I wouldn't get it; I don't know. 

Mr. HUGHES. Did you or your colleagues experience any situa- 
tions where certain drugs were unavailable and they changed your 
prescription because they had other drugs in inventory that were 
available? 
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Mr. BUTZSTEIN. I don't have that problem. 
Mr. HUGHES. Does anybody have that problem? 
Mr. MAYLEY. I just had that problem in the last few days. I 

was  
Mr. HUGHES. In transityou had that problem; do you mean? 
Mr. MAYLEY. NO, no. Tliey flew us up today. Three days aep I 

was ordering my own stuff—I have permanent implants—to clean 
my teeth, and tnat was a problem of, "Well, you can't do that." It 
was approved by the acting medical director, and the guy, the head 
of education says, "You can't buy this stuff." 

I say OK. So I go back to the doctors, and they decide now 
theVre going to supply me with this stuff which was easier for me 
to Duy. In the meantime, I asked for some sun screen because I 
have sensitive skin to the sun and I ran out of sun screen. Now 
it's, "Oh, you can't have this. You have to go buy this." 

"There's discrepancies about that. It's  
Mr. COBLE. It S a money problem. 
Mr. MAYLEY. They complain about, well, gee, we're worried about 

giving you a $2 bottle of sun screen, or something along that line, 
and then, on the other hand, they'll spend 3 or 4 days reviewing 
how mucn money you have in your commissary account to deter- 
mine if you can buy it. 

I wish I knew the figure of money that has been spent on me 
since January 1987. I know what it would cost to remove a small 
lump from my neck if they would have done it when I first asked 
them to do it. We used to pay the plastic surgeon $2,500 or $3,500. 
There's not an operation I've had in the last 4 years that comes 
close to that figure. 

Mr. HUGHES. How many operations have you had in the last 4 
years? 

Mr. MAYLEY. At least six. 
Mr. HUGHES. Six operations? 
Mr. MAYLEY. Between  
Mr. HUGHES. The same condition each time? 
Mr. MAYLEY. The same condition, reconstruction, and  
Mr. HUGHES. Reconstruction? 
Mr. MAYLEY [continuing]. Trying to make it to where I can eat 

again. 
Mr. HUGHES. HOW many were reconstruction as opposed to sur- 

gery to deal with  
Mr. MAYLEY. Since the major, it's been all reconstruction, since 

January 23, 1987. 
Mr. HUGHES. It's all been reconstruction? 
Mr. MAYLEY. It's all been reconstruction or repairing reconstruc- 

tion which I'm going for now again. 
Mr. HUGHES. There are two things that you alluded to, Mr. 

Reino, that I want to ask you a little more about. You indicated 
that you were privy to a partial conversation between a doctor from 
St. Johns Hospital? 

Mr. REINO. Yes? 
Mr. HUGHES. In which he looked at the x ray and said that, 

"This man needs attention right away. What are you doing?" 
Mr. REENO. This was the lung specialist from St. Johns when he 

came into the institution. 
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Mr. HUGHES. Into the institution? 
Mr. REINO. Rieht. 
Mr. HUGHES. At Springfield? 
Mr. REINO. Maybe once or twice every 6 months or so, 3 months 

or so. 
Mr. HUGHES. Were you present when that conversation took 

place? 
Mr. REINO. Yes, I was. 
Mr. HUGHES. And, was it—describe the conversation again to us. 
Mr. REINO. Well, when I went into the room, he says, 'Hi there, 

Reino. How are you doing?" 
"I don't know, Doc. My chest is bothering me. I don't feel good." 
He says, "You don't look too good." He turned around and said 

to Dr. Nelson, "Do you have an x ray taken?" 
He said yes. He walked out and gave him the x ray. He put it 

up on the window and he said, "My God," he said, "what are you 
doinjg about this? This man's got a bad infection." Well, I had TB 
is what I had. 

Now here's a doctor holding it for 3 weeks, and he can't read it? 
Mr. HUGHES. Now were there other conversations where you 

were present between outside physicians and medical personnel? 
Mr. REINO. No. No, that  
Mr. HUGHES. Who was the physician present during that con- 

versation with the expert from St. Johns? 
Mr. REINO. Dr. Nelson  
Mr. HUGHES. Dr. Nelson. 
Mr. REINO [continuing]. Was the one he was talking to. 
Mr. HUGHES. What was his position at the medical facility at 

Springfield? 
Mr. REINO. Well, he's up on the board as chief of medicine. 
Mr. HUGHES. He's chief of medicine? 
Mr. REINO. Yes, sir. 
Mr. HUGHES. Was that the only time that an outside consultant 

had a conversation with Dr. Nelson or any other medical providers 
at Springfield, to vour knowledge? 

Mr. REINO. Well, whoever comes into Springfield comes in under 
your doctor, whether it's Lieberwitz or Nelson or anybody else that 
they have there. 

Mr. HUGHES. But, my question is, were you present when any 
other outside physicians came in and talked with your  

Mr. REINO. And had conversations? No, sir. 
Mr. HUGHES. That was the only time? 
Mr. REINO. The time I was present when an outside one was the 

lune  
Mr. HUGHES. NOW let me ask you about harassment, and you or 

anyone else at the table can answer. Is the transportation of pris- 
oners, particularly by bus, viewed upon as a form of retaliation? Is 
that what I gather from your testimony? 

Mr. REINO. DO I look like somebody you can put on a bus for 8 
hours with no air, no electrical impulse used to kill the pain? 
That's what it is. It's an 8-hour ride from Springfield to El Reno, 
OK. 

Mr. HUGHES. And Uiat was a trip that you were to have made, 
but which you did not make? 



Mr. REINO. NO, I didn't make it I told them I was going to call 
here. Tm going to call Washingfton. They've got me subpoenaed." 

Mr. HUGHES. What was the explanation as to why you were 
going to El Reno? 

Mr. REINO. Why I was going to El Reno? 
Mr. HUGHES. Ves. 
Mr. REINO. They just don't like the idea of people coming to you 

or writing to you people or talking to you people. 
Mr. HUGHES. Was that as a result of your appearing here today? 

Is that what you're suggesting? 
Mr. REINO. Yes, I am. 
Mr. HUGHES. Did you actually see a formal order executed or 

were you just informed that you were going to El Reno? 
Mr. REINO. They come and packed my stuff to take it all out. 

Then when I said, "OK, I'm gomg to call Washington." I said, "I'll 
call my son and find out." But, I didn't call right away. It wasn't 
5 minutes and they said, "No, you're not going. It's a mistake." 

Mr. HUGHES. Well, I have no further questions. Does the gen- 
tleman from North Carolina have any? 

Mr. COBLE. NO, Mr. Chairman. 
Mr. HUGHES. Well, thank you very much for your willingness to 

come to testify. You've been very helpful to us. Mr. Reino, we wish 
you well on your discharge from the system on Friday. Mr. 
Blitzstein and Mr. Mayley, we thank you for your testimony today, 
your contributions. I have no doubt but that you've helped us bet- 
ter understand perhaps the good points as well as some of the 
problems. I think that was the thrust of your testimony: there are 
good aspects to the system and there are some areas that need 
some attention. We appreciate that. Thank you very much. 

I'm going at this pomt, before we take the third panel, to recess 
for lunch. I realize that some of you have other pressing business 
this afternoon, but we're going to recess until 2:30 p.m. "Hiank you. 

[Whereupon, at 1:30 p.m., the subcommittee recessed, to recon- 
vene at 2:30 p.m., the same day.] 

AFTERNOON SESSION 

Mr. HUGHES. The subcommittee will come to order. 
I'd like to welcome our third panel this morning: Ms. Elizabeth 

Alexander, Dr. Kim Thorbum, Dr. Robert Greinnger, and Dr. 
Dante Landucci. 

Ms. Alexander is the associate director of litigation for the Na- 
tional Prison Pro^ject of the American Civil Liberties Union's Na- 
tional Prison Project. She's litigated prison health care issues in a 
number of States around the country and recently examined condi- 
tions at the Springfield medical center. 

Dr. 'Thorbum is an expert in correctional health care and serves 
as the medical director for the Hawaii Department of Public Safety. 

Dr. Greifinger is a medical director of^the New York State De- 
partment of Corrections and brings his experience in medical ad- 
ministration to the field of correctional health. 

Dr. Dante Landucci is our final witness today. Dr. Landucci is 
a former chief health programmer for the Bureau of Prisons Deten- 
tion Center in Los Angeles and also worked for a number of years 
at the Federal prison hospital in Springfield, MO. His testimony 



60 

this morning will be in response to questions. He's not been cleared 
to offer a statement. So, I will question him on those aspects of his 
testimony, or he may proceed as he sees fit. 

We welcome you here. We have your statements, those of you 
who have submitted statements. Without objection, theyHl be made 
a part of the record. Why don't we begin with you, Ms. Alexander? 
Welcome. 
STATEMENT OF ELIZABETH ALEXANDER, ASSOCIATE DIRECTOR 

OF LITIGATION, NATIONAL PRISON PROJECT, THE AMERICAN 
CIVIL LIBERTIES UNION 
Ms. ALEXANDER. I want to thank you for this opportunity. I'm ex- 

traordinarily pleased that the committee would take time from its 
busy schedule to address this issue. 

In my written testimony I have attempted to demonstrate the ex- 
istence of serious medical problems in the Bureau. I disagree with 
the characterization of these problems as reflecting simply isolated 
examples. 

Take the Isabel Suarez case from mv written testimony. This in- 
volved a situation in which a pretriaf detainee, someone not con- 
victed of a crime, was deprived of her medicine for epilepsy. The 
prisoner repeatedly asked for help and wasn't seen by a doctor for 
a considerable period of time, until this woman went into a coma, 
and 2 weeks later she was dead. All the time that she was deprived 
of her medication she was asking for help. Other prisoners were 
asking that she be helped. 

What this case reflects is not an isolated tragic example. What 
this reflects is a system that didn't work, because time went on. It 
wasn't simply that she was deprived of the medication, but that 
nothing worked to get that meaication back until that woman was 
in a coma. 

Numerous other examples also show a system that doesn't work. 
And, similarly, I think the important point to recall from the testi- 
mony from the three prisoners here today is that it demonstrates 
what happens when a svstem doesn't have quality control that 
works. Many of the healtn care providers in the Bureau are dedi- 
cated and caring; there's no question about that. No one would 
challenge that. 

But, if a prisoner is unfortunate enough not to get one of those 
providers, the prisoner is not in a position to do anything about it, 
and the system doesn't address it. So, the cancer recurrence of Mr. 
Mayley goes unaddressed for a long period, or the doctor with 
shaking hands performs surgery that results in the partial paral- 
ysis of the prisoner, or the misread x rays aren't seen and the TB 
diagnosed for a period of time. 

Mr. Chairman, if you or I happen not to trust the doctor that we 
go to in the community, we have a choice. We can determine that 
our health care needs aren't being served and we have other op- 
tions to address those health care needs. The problem for prisoners, 
unfortunately, is that they have no choice. Because they have no 
choice, it is critically important that the systems be in place and 
that the systems address the need for quality health care for every- 
one. If there's one thing I would hope that the chairman would 
carry away from this hearing, it is tne importance of systems so 
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that these cases that have been documented don't continue to hap- 
pen in the Bureau. 

I would like to address briefly some of the comments in Director 
auinlan's written testimony. I want to start with something that 

so came up in the Director's oral testimony. In the written testi- 
mony, Director Quinlan refers to a 10-percent vacancy rate in 
health care personnel throughout the system. The vacancy rate for 
physicians, however, is far higher. Thirty out of 153, or about 20 
percent, of the physician positions are currently unfilled. I note 
that these are not the same figures that the committee was given 
this morning. I have here at uie table with me in writing, dated 
July 16, 1991, from the Bureau of Prisons, the information that 
there are 153 physician positions and 30 of those are vacant. I 
would request permission to give this to the committee following 
the hearing. 

Mr. HUGHES. Without objection, it will be received into the 
record. 

[The information follows:] 

62-519 0-93-3 



i;.S. Oepartment of Jwlicc 

Federal Bureau of Prisoiu 

July   16,    1991 If.itMf/wi. DC»Si< 

Sllzabcth R. Alexander 
Aasoclata Director for Litigation 
Aaarican Civil Libartlas Union Foundation 
1S7S Connecticut Avenue, N. 
Maahington, D.C. 20009 

Dear Ma. Alexanders 

This ia in reaponae to Mr. David C. Fathi'a latter of July • 
in which he requested information regarding nedical care in the 
Bureau of Priaona.  The anawera that follow correapond to the 
order in which Mr. Fathi raised his queatiins in his letter. 

1. 15} positions - 30 vacant 

2. Not all of our facllltiea have a full-tlae physician. 
Eight of the Federal Prison Canps provide services via a contract 
phyaician and the Federal Medical Center in Carville, Louisiana 
contracts for all health care with the Public Health Service's 
Hansen Disease Center which ia located adjacent to the Federal 
Medical Center. 

3. yes. 

4. The USNCFP, Springfield hast 20 physician positions 
78 RN positions 
43 LPN positions 

5. Springfield's patient count is 398 (392 are 
•edlcal/surgical patients and 246 are nental health patients). 

6. Inmate asjLtt 
Nay '88 44,097 13,209 
May • 89 49,S68 14.944 
Nay •90 58,170 17,560 
Nay •91 64,200 19,779 

I trust that the above is responses to Nr. Fathi's request. 
Please feel free to contact ae If you have any questions. 

Sincerely, 

Nallace H. Cheney     f 
Assistant Oireotor/GeiMrmi Counsel 



TllJ NAtMyiALPfKSONPnOJfCI 

WiiNnfflon. O C 20009 
(702) 234-4«W 

-•1 « ,««, f«i • (202) 2M-4W0 July a,  1991 
f rtCUT<M POtC'CI 

BY  FACSIMILE ^^^  
UlOCw't 0«K*C» 

Ms. Nancy Redding ^^f!^^^J^t!?'*'**' 
Office of the General Counsel '"  ~ 
Federal Bureau of Prisons 
320 First St. N.M., Room 754 o»^c fatht 

MsikJ Lopaf 

Wa-hinqton, DC  20534 JS::,:,'^^ 

Dear Hs. Redding; 

As we discussed by telephone today, I am making this 
written request for certain Information regarding medical 
care In the Bureau of Prisons.  I Initially asked for 
most of this information In a telephone conversation with juarO'^mMx 
you, but you asked that I put my request In writing. 

I would appreciate it if you could provide me with the    lunT-uinim 
following Information at your earliest convenience:       ^STSlSj. 

1.  How many staff physician positions does the Bureau    miion.iH«Mqui,i«t 
currently have, and of these, how many are currently      I^WMOSUM 
vacant? • Vork *JY 10038 

(312} 944 MOO 

2. Do all of the Bureau's 5S prisons currently have a 
full-time physician? 

3. Is there currently a full-time gynecologist on staff 
at Lexington? 

4. How many positions does the Springfield Mrdical 
Center currently have for (1) physicians, (2) registered 
nurses, and (3) licensed practical nurses? 

5. How many patients are currently confined at 
Springfield? 

6. I would also appreciate any information you have on 
the increase in the prisoner population of the Bureau In 
recent years, as well as Increases In the number of 
staff. 

EtMno, HolmMNonDn 
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Na ara aaakinq this informtlon In connaction with tha 
upcoming hearing on nedlcal care In tha Bureau before the 
House Subcoanlttee on Intellectual Property and Judicial 
Adalnlatratlon.  Tha hearing Is scheduled for July 17; 
we have been Invited to testify at that hearing, and aust 
subalt our tastlaony no later than July 15.  He hope you 
will be able to respond to this Inquiry by the end of 
this week, so that we aay provide the Subcommittee with 
the most current Information available.  If not, we will 
simply inform the Subcommittee that we were unable to 
obtain current data from the Bureau, and will rely on the 
information we have. 

Thank you for your kind cooperation. 

^r^. 
David C. Fathi 
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Ms. Al£XANDER. Director Quinlan also indicates on page 2 of his 
testimony that emergency care is available around the clock in the 
Bureau. This is an issue of some controversy because even the Bu- 
reau's flagship institution, the Springfield medical facility, with 
about 600 patients, does not have 24-hour onsite physician cov- 
erage. Some of the examples of inappropriate medical care I cite in 
the written testimony resulted from that lack of 24-hour physician 
covers^e at Springfield. 

Similarlv, on page 4 of Director Quinlan's testimony, he notes 
that, "Each Bureau facility operates at a minimum a primary care 
ambulatory clinic staffed by licensed physicians, dentists, nurses, 
physician assistants, and other providers." The reality is, however, 
that many Bureau facilities do not have a full-time physician. 

As Director Quinlan noted today also, for 10 years the only phy- 
sician at the U.S. penitentiary at Marion had no license to practice 
medicine. Although I heard Director Quinlan say that now all phy- 
sicians who have direct patient contact have licenses, he certainly 
did not say that all physician assistants are now certified, and ap- 
parently they are not so certified. 

I would also suggest that any lawver who has had clients in the 
Bureau of Prisons would doubt the claim made by Director Quinlan 
on page 5, that "prisoners whose medical condition contraindicates 
extended ground transport are not so transported." Director Quin- 
lan's statement is belied by numerous examples of seriously ill pa- 
tients transported hundreds of miles by bus or van, sometimes 
without their medication, and frequently without even basic medi- 
cal records. This has often resulted in serious harm to prisoners. 

Director Quinlan referred to the Bureau's commitment to com- 
munity standards in the area of AIDS treatment. I welcome that 
commitment, but I don't think that it is the current reality within 
the Bureau. In a case in the last several years, the Bureau indi- 
cated that it understood that it could not provide community-level 
health care at the MCC in Miami, but said community-level health 
care for AIDS was available at Springfield. Yet, the reality is that 
Springfield had a very high unexplained death rate fi-om 
bronchoscopies on patients with AIDS and that there were numer- 
ous other problems with treatment of AIDS even at its flagship fa- 
cili^. 

Many of the Bureau's statistics, not simply the statistics regard- 
ing physician vacancies, are misleading and contradictory. For ex- 
ample, on page 6 of Director Quinlan's testimony, he indicates that 
there were 19 medical administrative remedy requests filed at 
Springfleld in 1989. However, in documents provided to the news 
media, the Bureau of Prisons lists 38 such complaints, or twice as 
many, at Springfield in 1989. 

We've noticed a number of other discrepancies in the information 
supplied to the committee, and in all the cases of these discrep- 
ancies in the statistics the Bureau's apparent errors in those statis- 
tics underreport the rate of complaints about medical care. And, 
yet, even so, I'm surprised that so many prisoners are brave 
enough to challenge their medical care witnin the Bureau. There 
are substantial disincentives to such challenges by prisoners. 

After our interviews at Springfleld, a number of patients that we 
had interviewed found that uiey were suddenly scheduled for 
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transfer. Prisoners who file lawsuits are frequently transferred by 
the Bureau, and during their transfer process their legal papers 
somehow disappear. When their legal papers are lost, prisoners fre- 
quently miss deadlines and have Uieir cases thrown out by the 
court or they just give up. 

In addition, since the committee scheduled this hearing on medi- 
cal care, a number of patients at Springfield who have b^n cooper- 
ating with us have been harassed by staff. Prisoners have had doc- 
uments that they intended to send to the National Prison Project 
or to Members of Congress seized from their cells. 

Let me make one final point According to Director Ouinlan's tes- 
timony, Uie Bureau paid out over $3.6 million in judgments and 
settlements for bad medical care in Uie last 3 years. The committee 
may well want to ask: What, if any, disciplinary action was taken 
against the staff responsible? 

In a recent case to which the chairman referred in his questions, 
the Bureau was ordered to pay $400,000 for botched surgery. Yet, 
after the surgery that maimed a patient for life, the doctor respon- 
sible was promoted to chief of surgery at Springfield, where he re- 
mains as chief of surgery to this day. 

And I said I had a final point, but I guess I have one more. Di- 
rector Quinlan appropriately responded to questions from the com- 
mittee regarding outside review by saying that he was interested 
in exploring the idea of outside review of the medical care, but yet 
he was concerned that the Bureau pick the person who would do 
the review. I'd like to point out that a similar recommendation that 
the Bureau retain an outside medical expert to review its medical 
care was made by a conference on medical care held within the Bu- 
reau in December 1989, and that recommendation for such a re- 
view, with the Bureau picking the person, went to Director Quin- 
lan. The Director decided at that time not to act on that rec- 
ommendation. 

Thank you. I'd be happy to answer questions. 
Mr. HUGHES. Thank you. 
[The prepared statement of Ms. Alexander follows:] 
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PBEPARED STATEMENT OF ELIZABETH ALEXANDER, ASSOCIATE DIRECTOR 
FOR LITIGATION, NATIONAL PRISON PROJECT, AMERICAN CIVIL 
LIBERTIES UNION 

Suaiiuirv nf TeBtiaonv of the National Prison Project 

The National Prison Project welcoaes this Subcomnlttee's 
exaalnation of problens In nedical care within the Bureau of 
Prisons. As a result of nedical staffing that is deficient in both 
numbers and qualifications, as well as aedical programs that are 
poorly organized and below community standards, too often a 
sentence to the Bureau of Prisons becomes in effect a sentence of 
death, or at least a sentence to unnecessary suffering and 
permanent disability. The current overcrotfdlng crisis within the 
Bureau merely exacerbates the existing crisis in the medical 
system. 

The Bureau's medical transport system subjects severely ill 
patients to long and arduous bus journeys, often for weeks at time, 
sometimes resulting in death or serious aggravation of existing 
health problems. Patients are sometimes deprived of necessary 
medication during transportation. Medical records often fail to 
accompany patients who are transferred, making it difficult to 
treat them when they reach their destination. Care of patients 
with AIDS and HIV infection Is seriously deficient throughout the 
system. The mental health program at Springfield is virtually 
unstaffed, and inadequate supervision of mentally ill patients has 
resulted in several tragic incidents. Other persistent problems 
include Inadequate care of diabetic and dialysis patients, and the 
Bureau's refusal to permit kidney transplants under any 
cIrcumstances. 

The Bureau needs to promulgate policy immediately that bars 
the use of unlicensed health care providers and the use of 
prisoners to provide health care-related services for their fellow 
prisoners. The Bureau should also retain an independent expert in 
correctional medicine to perform a comprehensive evaluation of its 
medical care system. This evaluation should address the problem 
of safely transporting patients, develop a plan for meaningful 
quality and peer review, and examine the option of reducing 
substantially the Bureau's reliance on in-house staff for complex 
medical procedures. 
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Testimony of the National Prison Project 
of the American Civil Liberties Union 

On the Problens of Health Care in the Bureau of Prisons 

intrgdufftjgn 

Thank you for giving me the opportunity to present testimony 

to the Subcommittee, on behalf of the National Prison Project, on 

the issue of health care within the Bureau of Prisons. The 

Subcommittee's demonstration of concern through the scheduling of 

this hearing is gratifying. 

Ny first contact with health care issues in the Bureau of 

Prisons came about two years ago. A friend of a federal prisoner 

called me out of great concern for his friend's situation. The 

prisoner was confined at a federal facility in the mid-Atlantic 

area. The prisoner had AIDS, and he was experiencing severe 

episodes of fever, as well as constant diarrhea. Because of the 

prisoner's medical condition, the Bureau had decided to transfer 

him to the Springfield Medical Facility in Springfield, Missouri. 

I was at first puzzled by the friend's concern. So far, it 

appeared that the Bureau was making an appropriate decision to 

transfer a desperately sick prisoner to a facility where he could 

receive medical care.  What was the problem? 

The problem, the friend informed me, was that the Bureau's 

mode of transporting the prisoner was to place him in the custody 

of the U.S. Marshal's Service for transport by van or bus to 

Springfield. The Marshal's Service ordinarily does not transport 

prisoners directly, but rather goes back and forth between 

institutions, until the prisoner ultimately hooks up with a van or 

bus that happens to be headed for Springfield.  Accordingly, this 
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prisoner was shackled to a seat for hours on a bus going north to 

New York, not west to Missouri. According to his friend, the 

prisoner was in agony on the van, did not have his Dedication, and 

was unable to get access to a toilet despite his active diarrhea. 

Ha was forced to befoul hlBself in his otm clothing. 

I agreed to try to reach soaeone in the Bureau of Prisons to 

see if I could confira any part of the friend's story. I tried 

several people within the Bureau, and was referred repeatedly to 

soneone else. Each person I spoke to, however, assured ne that 

there was a system in place to make certain that no one was 

transported by van through the Marshal's Service whose health would 

be adversely affected by such treatment. 

By the time we actually located the prisoner he was in 

Danbury, Connecticut and running a high fever. As far as I was 

later able to determine, every allegation of the friend about the 

prisoner's treatment was correct. Apparently, solely because an 

outside lawyer happened to get involved, someone in the Bureau 

reviewed the prisoner's health care and made the determination that 

he was too sick to spend weeks being transported by van. The 

prisoner's immediate ordeal with the Marshal's Service came to an 

end and the Bureau agreed to transport him by air to Springfield. 

Although I have been involved in prison litigation for about 

twenty years, I was amazed that such an appalling example of 

medical abuse could occur within the Bureau of Prisons, which has 

traditionally enjoyed a reputation as more professional than most 
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•tata corraetlona ayatwM. In diaouaalng thia iaaua with lawyara 

%rtio daal on a ragular baaia with fadaral prlaonara, howavar, I hava 

dlacovarad auch avidanca that tha Buraau ia in no aanaa a laadar 

in tha araa of aadical cara. EaaantiaXly avary auch lawyar with 

whoa I apoka had at laaat one axaapla of a cliant wboaa haalth 

needa were Ignorad or badly traatad by tha Bitraau. 

Subaequantly, a nuaber of avanta, including tha outatanding 

aariaa of articlea by Olive Tallay in the Dallaa Morning Mewa 

docuaanting nuaeroua probleaa with health care within the Bureau, 

cauaed the National Priaon Project to open a foraal invaatigation 

into health care, an invaatigation that ia now focuaed on the 

Springfield Medical Facility. 

Tha relentleaa tide of overcrowding within the Btireau haa 

exacerbated exiating probleaa in haalth care, aa it haa in ao aany 

other areaa. Between 1983 and 1988 the canaua of the Bureau grew 

by 75t, but ataff levela increaaed by only 23%.' Unfortunately, 

when adequate health cara ia denied, a aentence to tha Buraau of 

Prlaona can becoaa a aentence of death, or at laaat a aentence to 

unneceaaary pain and the loaa of health. 

Staffing Levela 

In Oeceaber of 1990, a reported 40% of the phyaician 

poaitiona, including three of the aix paychiatriat poaitiona, ware 

unfilled at the Springfield Medical Facility. Thia repreaanted the 

' Dallaa Morning Mewa (DNN), 6/25/89. 
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worst Bhortaga in the laat fiva years.' As of June 1991 an 

astounding six of aavan psychiatrist positions ware vacant at 

Springfield.' 

While the shortages at Springfield, traditionally viewed as 

the Bureau's flagship medical institution, are by thenselves 

critical, the sane level of shortage has persisted throughout the 

Bureau. As of June, 1989, the Bureau had 39 vacancies anong its 

•edical/surgical staff of 129 doctors.* Hot all of the 55 Bureau 

prisons even have a full-tine doctor. 

But even if the Bureau's health care staff had no vacancies, 

the staff/patient ratios bear no resenblance to the levels that 

exist in comparable private facilities. For example, the 

Springfield Medical Facility has thirteen doctors and 113 nurses 

(nost of the nurses are licensed practical nurses, not registered 

nurses) to provide services for 604 nedical/surgical patients and 

mental patients. In sharp contrast are the staffing patterns of 

two other hospitals in the Springfield, Missouri area. St. John's 

Hospital has 557 patients and Cox Hospital, 483.  Each of these 

' Springfield, Missouri News-Leader (SNL), 12/23/90. 

* Washington Post (WP), 6/14/91. Ironically, seven positions 
for psychiatrists may represent a reduction in the number of 
authorized positions at Springfield. A fact sheet distributed by 
the Bureau of Prisons in Decenber, 1989 referred to eight 
psychiatrist positions. 

* DMN 6/25/89. 

* OMN 6/25/89. 
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privat* hoapit«l« has approxiaataly 450 admitting phyalciana and 

up to 1100 nxiraas.*  Evan if aoaa of this gross disparity is 

explainad by tha dlffarlng staff organizations and posslbla 

dlfferencas in the aission of the facilities, it is apparent that 

the levels of staffing at the Springfield Medical Facility siaply 

do not reflect coBminity standards.  One result is that there Is 

routinely no physician at Springfield after 4:00 p.m. on weekends. 

No siailarly sized private hospital could be so operated.^ 

The shortage in physicians leads to other aedical staff 

atteapting to perfora functions for lAtich they are not trained. 

Dr. Dante Landucci, foraerly a staff physician at Springfield, 

wrote the following to Springfield Harden Turner on Deceaber 22, 

1988: 

[Physician's assistants] and nurses are 
frequently told to evaluate patients at a 
level beyond their level of expertise, after 
which physicians do not take tha tlae to check 
their work thoroughly. This leads to poor 
care of the Inaate. 

These shortages of staff presuaably contribute to the fact that 

newly arrived patients are frequently not evaluated within 24 hours 

of their arrival at Springfield.* 

* SNL 12/23/90. 

' OKN 6/28/89. 

* DNN S/28/89. 

* DUN «/28/89. 
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Moraovar, Springfield ralles very heavily on licensed 

practical nurses rather than registered nurses to provide care. 

The Bureau's reliance on nurses with a lesser level of training 

exacerbates the effects of a serious nursing shortage. During 

interviews with prisoners at Springfield in April and May of this 

year, we received a nunber of conplaints that suggest that nursing 

shortages have seriously affected the quality of care provided. 

Patients told us that some nurses refused to record and follow up 

on patient requests for nedlcal care that should have been relayed 

to physicians. There were also complaints that, in a disturbing 

number of cases, patients were given aedlcatlon that was not 

prescribed for thea or were given an incorrect dose. Until this 

office complained about the practice, Springfield was using 

patients of the facility with diagnosed mental Illness to act as 

ward attendants for other prisoners. Unfortunately, when the 

mental patients were fired, apparently no other staff were hired, 

so that the chronically ill patients who need assistance in 

bathing, dressing, and other areas now have even less assistance. 

On Friday, January 15, 1987, Eugene Fields, a patient at 

Springfield, suffered massive Internal bleeding. That evening, the 

nurses on duty found Mr. Fields in unstable condition and in need 

of more care than they could provide. They called the medical 

officer on duty and persuaded him to authorize a transfer to a 

downtown hospital. The admitting doctor at the downtown hospital 

described Mr. Fields as being five minutes from death at the time 
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ha arrlvad/' In another caae, a Sprlngflald doctor dlacovarad on 

a Friday that Nick Pirillo, who had arrived the previous day, had 

gangrene. The doctor transferred Mr. Pirillo to a downtown 

hospital for iaaediate surgery. The next day the outside hospital 

amputated a portion of Mr. Pirillo'a lag. The Springfield doctor's 

efforts to liait the extent of the aaputation by authorizing a 

weekend transfer for iimediate surgery resulted in a letter of 

reprinand from Springfield's chief physician.^' 

Quality of Staff 

But the quantity of staff is far from the only issue; the 

quality of staff is equally important. Reportedly three of the 

thirteen doctors currently on staff at Springfield are not 

certified by medical boards.'^ The physician who served as chief 

anesthesiologist failed the written tests for specialty board 

certification three times.^' At least two other physicians have 

complained about the failure of the current chief of surgery at 

Springfield to provide minimally adequate health care. Dr. William 

Hardman, a board-certified vascular surgeon who has served as a 

consulting physician at Springfield, said that the chief of 

surgery's knowledge and techniques are perilously outdated and that 

" ram 6/25/89. 

" DMN 6/28/89. 

" WP 6/14/91. 

" DMN 6/26/89. 
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he "has no business operating."^* One Springfield outside 

physician indicated that the Springfield Medical Facility surgeons 

would be stripped of their privileges at local hospitals If they 

provided the type of post-operative care that is being given today 

at the center." Two fomer Springfield physicians said that their 

fomer colleagues perforaed surgery for which they were 

unqualified, and that no effective systea of peer review existed 

at Springfield/* Sone menbers of the operating staff were so 

concerned about the qualifications of one surgeon that they filed 

protests to the adninlstration regarding the death of one of his 

patients. The adninistratlon United the types of operations the 

surgeon could perform." 

There is evidence that patients have been harmed by the lack 

of skill of the staff. Lawrence Hanson had surgery at Springfield 

to remove a cancerous spot from his lung. In error, the surgeon 

stapled his trachea shut so that he could not breathe. Emergency 

efforts to repair the error failed, and the patient died on the 

operating table.** Ronnie Holley lost functional use of his penis 

after the current chief of surgery botched his operation, and as 

u 
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DMN 6/26/89. 

SNL 12/23/90. 

CBS, 60 Minutes. 3/17/91. 

DMH 6/25/89. 

DMN 6/25/89. 
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a result, the Bureau of Prisons had to pay a substantial award In 

danages.'* The Departaent of Justice has begun a crininal 

investigation into the death of Eddie Bishop Jones, a severely 

diabetic prisoner who had conplained of a lack of treatment, and 

who died after being subdued by guards in his cell at Springfield 

In December 1990.^ 

When the National Prison Project interviewed patients at 

Springfield, we received numerous similar complaints. One patient 

indicated that prior to his transfer to Springfield, a physician 

had diagnosed a kidney tumor. The physician reportedly indicated 

that the tumor should be biopsied, and whether or not it was 

malignant, It needed treatment because it was causing high blood 

pressure. Following prolonged ground transport, the patient 

arrived at Springfield where neither a biopsy nor treatment has yet 

been performed. In addition, the patient has developed swollen 

lymph nodes, and the cause of this symptom has also not been 

diagnosed. 

In another case, a patient stated that an outside doctor had 

performed a state-of-the-art and minimally invasive brain biopsy. 

He states that a Springfield physician initially insisted on a 

second, highly invasive form of biopsy of his malignancy, and the 

patient had to arrange for his outside physician to persuade the 

"  DMN 6/4/91. 

*  WP 6/14/91. 
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Springfield doctor not to p«r£on an unnecessary and dangerous 

••dical procedure. Ironically, after the patient persuaded the 

Springfield doctor not to repeat the biopsy, Springfield failed to 

treat the cancer. Radiation therapy was delayed for nonths, until 

the patient was suffering hundreds of seizures in a single weekend. 

Patients also alleged that a particular dialysis patient at 

Springfield developed a flu, but the dialysis process was not 

adapted to his tissue loss, with the result that the aachlne failed 

to reaove enough fluid. Following dialysis, the patient apparently 

experienced heart failure resulting from the excess fluid. Other 

patients believe that the patient was not given a second dialysis 

because none of the nurses was willing to work overtiae. A short 

tine later, the patient collapsed, requesting oxygen. Reportedly 

there was no oxygen on the ward and the patient was told that he 

could not be aoved until count cleared. The patient allegedly died 

•bortly after he was finally aoved froa the ward. 

Royland Randell was transferred froa the U.S. Penltentlary- 

Narion to Springfield for treataent of high blood pressure and an 

enlarged heart. On June 30, 1991, he complained that his leg* 

hurt. Despite Mr. Randell's coaplaints, no aedlcal staff entered 

his rooB for about five hours. On July 1 he coaplained that his 

legs were nuab. These were obvious syaptoas, particularly In a 

patient with his aedlcal history, that should have alerted staff 

to the possibility of iaalnent heart or kidney failure. That night 

Mr. Randell reported that he could not urinate; he was found dead 
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on the floor the next aorning. During the two days prior to hi* 

death Mr. Randell had been frantically calling for help and yelling 

that he was dying. The prelininary autopsy fovind an enlarged 

heart, clogged arteries and kidney problems." 

In-house surgical and post-surgical care is widely feared by 

patients in Springfield. While the recent decision by Springfield 

to liait in-house surgery is a step in the right direction, it does 

not address the quality of post-surgical care within the facility. 

Among the examples of post-surgical care that were reported to the 

National Prison Project during our visit were the inappropriate 

turning of a patient, resulting in the need to reoperate on him, 

and the failure to monitor a serious bleeding episode in a diabetic 

patient. A large number of diabetic patients complained of the 

care of wounds and infections, whether resulting from surgery or 

other causes. Several dialysis patients reported a delay in 

appropriate responses to infected dialysis shunts. 

Of course, the quality of other care providers besides 

physicians is also critical to maintaining adequate health care. 

Many patients at Springfield indicated to my office that nurses 

were not performing nursing functions. For example, patients or 

their prisoner attendants were required to change surgical 

dressings for the nurses. 

"  St. Louis Post-Dispatch. 7/10/91. 



79 

12 

niara war* also a nuabar of complaints of apacifIc Incldanta 

in which a priaonar attandant or anothar patlant inforaad a niiraa 

of a aadical aaargancy, and tha nuraa failad to raapond in a 

raaaonabla tiaa. In ona of thaaa casaa, whan tha nuraa finally 

raspondad, aha allagadly rafused to acKnowladge that tha patiant 

was expariancing a haart attack. Nhan aha finally dacidad that tha 

•an waa not faking, aha raportadly ratumad to har atation and 

called a "coda blua" but did not ratum to assist the patiant. 

The patiant died. 

The questions about ataff qualification are not, of course, 

unique to Springfield. For ten years the only physician at tha 

U.S. Penitentiary at Marion had no license to practice medicine, 

because the Bureau does not require that its physicians be 

licensed.^ Other doctors throughout the Bureau's health care 

system lack American medical training or board certification in 

their specialty. A foreign-trained physician at FCI-Lexington lost 

his medical license after the state licensing board concluded that 

he had failed to provide proper care to a prisoner, with the result 

that tha prisoner's leg required amputation.° For thirteen years 

the Bureau fought a lawsuit regarding the death of a prisoner at 

the Tarre Haute facility. Tha doctor, who had never seen the 

patient, had ordered over the telephone the administration of a 

°  CBS, 60 Minutes. 3/17/91. 

°  DMN 6/25/89. 
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drug, and the patient died fron the drug adainistration. Finally 

in 1989 the doctor resigned from the facility under presaure froa 

the warden.** 

A major problen of the aysten la its failure to take seriously 

the health coaplaints of individual prisoners, too often with 

tragic results. For five aonths, Larry Allphin cooplained of 

nausea and abdoainal pain to a physician's assistant at the U.S. 

Penitentiary at Terre Haute. Only after he had urinated two pints 

of blood in a Batter of hours did he see a doctor. Two years later 

he died of cancer." 

In February, 1989 John Chaffee began to complain to prison 

officials at FCI-Phoenix about his excruciating headaches and other 

symptoms. A physician's assistant refused to allow him to see a 

doctor on the ground that the illness was "all in his head." In 

May h* was placed in isolation, allegedly for continuing to 

complain. On June 7 he collapsed in his cell. Six days later he 

died of a brain tumor.** 

Isabel Suarez had her medication for epilepsy confiscated at 

the Metropolitan Correctional Centcz^-Chicago. She began to have 

grand mal seizures and to foam at the mouth. As a result, the 

staff put her in a (disciplinary) isolation cell. Another prisoner 

M 

8 

DNN 6/25/89. 

DMN 6/25/89. 

DHN 7/27/89. 
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called an aabulanca from a pay phona, but the staff refused to 

allow the aabulance in. Only after Ma. Suarez went into a coaa waa 

she examined by a doctor.  Two weeks later, she died.^ 

nie failure to diagnose promptly has its parallel in failures 

to treat and monitor. Danny Ranieri was blinded by a doctor at 

FCI-Lexington after the doctor prescribed medication in greater 

amounts than recommended by the manufacturer and failed to monitor 

the medication." 

The Medical Transport System 

There are some other specific areas of health care that need 

addressing. One of the most critical is the transportation of 

medically compromised patients. Although the Bureau has taken some 

steps to address this concern, it remains one of the most serious 

of the Bureau's health care problems. 

While the Bureau can and does transport some prisoners for 

medical treatment by plane or ambulance, other prisoners in need 

of medical treatment are simply handed over to the Marshal's 

Service, where they are chained to bus seats for hours at a time, 

have limited access to toilet facilities, and may spend weeks in 

transit. In one particularly horrifying case, Vinnie Harris died 

of asphyxiation during his transport after a guard taped bis mouth 

^    CBS, 60 Minutes. 3/17/91. 

**  DHN 6/25/89. 
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•hut with duct tape, supposedly after Mr. Harris coaplalned that 

he needed to use a bathroom.^ 

An instructive example of the suffering caused by this systea 

of transport is the case of Clement Messlno, who had eeurlier 

undergone bypass surgery after a heart attack. He was shipped by 

bus from Springfield to Sandstone, Minnesota. Instead of being 

transported north, however, his route took him through El Reno, 

Oklahoma and then Terra Haute, Indiana. In Terre Haute, Mr. 

Messino was given oxygen. Then he was put on a 19-hour bus ride 

to Sandstone during which the temperature was over 100*. At 

Sandstone, the doctors determined that he had severe heart disease, 

and needed treatment at a prison medical facility. He was then 

shackled and driven to Oxford, Wisconsin. From Oxford he was 

driven to Chicago. In Chicago he spent six hours parked on a bus 

outside the prison while he experienced chest pains. The next day 

he was shipped to Terre Haute, where he was locked up in 

administrative segregation. While in administrative segregation 

he suffered a heart attack that led to his hospitalization in 

intensive care for a week.^ 

August Mazoros died of cardiac arrest twenty-four hours after 

he was subjected to a twelve-hour bus ride from Springfield to 

"  DMN 6/25/89. 

*•  DMN 6/27/89. 
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Rochastwr, Mlnnssota." Dr. Kartha Grahaa, Chiaf of Madicina at 

Rochaatar, confiraad that Mr. Mazoroa and aavaral othar prlaonaxa 

who arrivad on that bua wara "vary 111" and aavaral diad within a 

•attar of waalca.^ A critically ill priaonar who waa axpariancing 

blaadlng around hia brain waa aant aora than 300 ailaa by ground 

aabulanca to Springflaid." 

Sarioualy ill priaonara raaain aubjact to thia form of "diaaal 

tharapy," aa it ia coaaonly callad. I bagan ay taatiaony by 

daacribing ona auch Incidant; unfortunataly, it appaara that littla 

haa changad in tha two yaara ainca than. Tha National Priaon 

Projact waa racantly contactad by an HlV-infactad faaala priaonar 

who waa aant froa tha D.C. jail into tha fadaral ayataa. Sha apant 

ovar three weeka traveling froa one county jail to another. During 

two of thoaa three weeka, aha did not have accaaa to her preacribad 

aedicine, AZT. Deapite the atated Bureau policy not to aagragata 

Hiv-poaitive priaonara, thia woaan waa aagregatad in every county 

jail aha atayed in en route to the federal ayataa. 

The inherent danger of aanding aarioualy ill people on croaa- 

country bua tripa ia aggravated by the fact that j^tianta are 

Boaatiaea deprived of their aedicationa during tranaport. Thia can 

reault in aarioua exacerbation of the aedical problaaa that lad to 

" DMN 6/25/89. 

^ DMN 6/27/89. 

"  DMN 6/2S/89. 
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th« dacision to transfer thea to Springfield. In at least one 

case, the deprivation of blood pressure nedication nay have been 

a major cause of kidney failure, leading to the necessity of 

dialysis. 

Medical Records 

The transport system also contributes to the specific problem 

that prisoners are frequently transferred without necessary health 

care records. While the Bureau has taken other steps to reduce the 

inappropriate use of indirect bus service for transporting side 

prisoners, the problem of prisoners arriving without medical 

records has not been effectively addressed. 

Medical records often do not accompany patients,  even 

emergency patients, during transfers.'*  Dr. Dante Landucci, a 

staff physician at Springfield, drafted a memorandum in October 

1988 reporting the following: 

This week alone I have seen two 
consecutive, supposedly emergency admissions 
for whom there was absolutely NO current 
records despite their having only recently 
been released from community hospitals. 

On another occasion. Dr. Landucci noted that the patient arrived 

with so little documentation that "it was impossible to know where 

he came from, let alone what was wrong with him."^ Glenn Puckett 

DMN 6/25/89. 

DMM fi/27/89. 

DMN 6/25/89. 
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was tranaported to Springfield without records, where staff 

suspected a blood infection. Twelve hours later he died of a 

diseased liver.^ 

The National Prison Project's trip to Springfield documented 

numerous additional complaints that medical records were not 

transferred with the patient. In some cases, this meant that 

invasive tests had to be repeated or the lack of records delayed 

necessary treatment. For example, one patient indicated that his 

dialysis was delayed because records showing that he had been on 

dialysis at the time of transfer were not sent. Another patient 

indicated that, because his medical records were not available, his 

blood pressure medication was changed, causing serious problems. 

AIDS 

One of the most critical areas of health care in a corrections 

population is the situation of persons with AIDS. Prisoners in 

general have a far higher rate of infection with HIV (the AIDS 

virus) than the general population of the United States.'* AIDS is 

a devastating disease, and failure to provide care that meets 

community standards results in untold unnecessary suffering and 

premature death. Unfortunately, the reality is that prison health 

care has rarely even approached community standards anytihere.  A 

*'  DMN 6/27/89. 

"  T.M. Hammett, et al., 1990 Update-AIDS in Correctional 
Facilities:  Issues and Options 17, 21 (1991). 
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•tudy in tha Now York penal aystaa found that priaonara with AIDS 

llvad about half aa long following dlagnoaia aa paraona in tha 

coninunity. Significant diffarancaa renainad avan aftar variablaa 

auch aa raca, gandar and praaumed riak factor had baan 

alininatad.^ 

Becauae it ia ao important that AIDS patienta receiva cara 

that >eeta conmunity atandarda, it ia diatraaaing that tha aaaa 

problems that exiat in other areaa have been docximented in thia 

area also. Several AIDS patients died at Springfield within 48 

houra after bronchoscopies, a relatively minor aurgical diagnostic 

procedure. This is a death rate far higher than expected for thia 

procedure.** Another AIDS patient died at Springfield after a 

nurae unsuccessfully attempted to aspirate him. Reportedly a 

priaoner worker finally aspirated the patient. The patient died 

that night.*^ A former doctor at Springfield reported that an AIDS 

patient was ao severely undermedicated for pain that he attempted 

Buicide.*' 

These failurea of care at Springfield are particularly 

disturbing in light of tha fact that tha Bureau has always 

R.L. Gido, at al.. Update Acquired Immune Deficiency 
Svndrgwe; A Peniggraphig Prptilc s£ Ban Xcik siaia maata 
Mortalities 1981-1986 27-28, 30 (1987). 

41 

42 

SKL 12/23/90. 

SNL 12/23/90. 

DMN 6/26/89. 
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aaintained that any liaitations on tha cara of AIDS patiants at tha 

saallar Bureau facilities ara fully coapansatad for by tha ability 

to transfer AIDS patiants to Springfield. For exaaple, a federal 

court in Florida found that MCC-Miaai was unable to provide the 

appropriate aedical care and continuity of treatment necessary for 

AIDS patient Leonardo Coaez.*' Ironically, the Eleventh Circuit 

Court of Appeals reversed the order of the district court based on 

representations by the Bureau of Prisons that adequate care was 

available in Springfield.** 

An important part of the care of HIV-infected prisoners is 

comprehensive AIDS education and psycho-social support. According 

to a recently released National Commission on AIDS report, "AIDS 

prevention programs remain the single most effective strategy for 

slowing the spread of HIV infection."*' However, the National 

Prison Project's AIDS Project reports that prisoners in the federal 

system commonly complain that little or no AIDS education or 

support is available, either at Springfield or elsewhere in the 

system. In fact, the only two programs at Springfield that we are 

aware of were initiated and developed by prisoners.  Reports from 

** Gomez V. Bureau of Prisons. 89-1862-Civ-SpellBan (S.D.Fla. 
11/17/89). 

**  Gomez v. U.S.. 899 F.2d 1124, 1126 (11th Cir. 1990). 

*' National Commission on Acquired Immune Deficiency Syndrome 
Report HIV Disease in Correctional Facilities. March 1991, p.21. 
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three other federal facilities Indicate that there waa no AIDS 

education until peer support groups were set up by prisoners. 

Mental Health Care 

As noted earlier, as of June 1991 only one of the seven 

psychiatrist positions at Springfield was filled.** One can only 

wonder how a single psychiatrist can possibly be expected to aanage 

over 230 psychiatric patients. It Is unclear how one psychiatrist 

could even nonitor the psychotroplc aedications of this aany 

patients effectively, let alone attend to the psychiatric needs of 

the rest of the hospital population. A number of psychiatric 

patients are constantly sedated;*' it is hard to suppress the 

suspicion that fewer patients would require sedation if an adequate 

treatment program were in place. 

Lack of proper staff supervision of mental patients also seems 

implicated in several tragic Incidents at Springfield. In October 

of 1990, a psychiatric prisoner at Springfield gouged out his eyes 

while medical center personnel were only a few feet away. The 

Bureau did not conduct a formal investigation. In 1988 a 

Springfield psychiatric prisoner ate the contents of his colostomy 

bag and choked to death.** There reportedly exists a videotape of 

*6 MP 6/14/91. 

WP 6/14/91. 

SNL 12/23/90. 
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this incident, showing that the prisoner's actions were watched by 

nearby staff who failed to respond. 

Nben ay office visited Springfield, we found that Bental 

patients are receiving little in the way of group or individual 

therapy. Seriously ill prisoners are confined in stark strip cells 

and soaetiaes placed in aechanical restraints. By far the sost 

prevalent fora of treataent appears to be prescribing psychotropic 

aedication.  Very little in the way of prograaming exists. 

Ironically, one of the few prograas available for the aentally 

ill was work as ward attendants for other chronically ill patients. 

For a substantial period of tiae, there has been a consensus aaong 

correctional aedical care providers that prisoners should not have 

any role in patient care for their fellow prisoners.** The 

Bureau's use of aental patients for this role, while abandoned 

after coaplaints froa ay office, was wholly inappropriate. 

Unfortunately, no substitute prograas or jobs were established 

when these jobs were abolished.** The Bureau desperately needs an 

organized, properly staffed psychiatric prograa at Springfield 

capable of attending to treataent needs beyond the prescription of 

psychotropic aedication. 

** See, e.g.. National Coaaission on Correctional Health Care, 
standards for Health Services In Prisons. Standard P-23, p. 13 
(1987). 

'^ Nor were other civilian staff hired to give whirlpool 
baths, lift and turn patients, and perfora the other functions that 
had been performed by the ward attendants. 
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Other Svte»B Problaiig 

Several patients at Springfield conplalned to our office that 

dialysis patients are given inadequate care. Patients alleged that 

the dialysis unit was not appropriately supervised, so that 

unexpected events, such as episodes of patient bleeding, were not 

given a pronpt response. 

In addition, since 1986 the Bureau has refused to allow 

patients to have kidney transplants under any circunstances. In 

some cases, the patient's fanily has attenpted to arrange a 

transplant of a kidney fron a fanily Benber, but the fanily has 

been thwarted by the Bureau's refusal to cooperate. 

In our intervietrs at Springfield, we learned that sone 

patients appeared to be receiving less than adequate care for 

conplications of their diabetes. For exanple, some patients 

alleged that problens with inadequate circulation in their feet had 

been essentially untreated at Springfield, resulting in serious 

deterioration that could lead to anputation. 

There were also allegations that pain nedications fron outside 

physicians were frequently altered, resulting in inadequate pain 

relief. Necessary physical therapy and speech therapy for stroke 

victias and others are not always provided. Several of the nedical 

diets were reportedly seriously Inadequate, and diabetics on locked 

wards feel that the deprivation of exercise hams their health. 

Mentally ill patients are sonetines punished for actions that 
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r*ault tram   thair illnasa, auch aa tha rapor^ad caaa of an 

Alzhaiaar'a patiant who waa rapeatedly punlahed for aaoking. 

Mecaaaarv Staoa to laorova Health Care in tha Buraau 

Tha firat atap that tha Buraau auat take ia to proaulgate a 

policy that all health care providera auat be fully licanaed for 

the health care functiona they perfora. The uaa of unlicenaed 

phyaiciana ia unconacionabla and auat ceaae iamediately. In 

addition, the Bureau needa to provide by policy that no priaoner 

ia to be uaed to provide a health-care related aervice to another 

priaoner. In addition, the Bureau iaaediataly needa to aecure tha 

•ervicaa of a recognized expert in evaluating correctional aadical 

care to perfora a full-acala aedical evaluation of care within the 

Bureau. The reaulting Report ahould include, aaong other iaauea, 

the following: 

(1) The Report ahould reaolva in a aedically appropriate 

•aiUMT tha unique logiatical probleaa faced by the Bureau in 

tranaporting patianta, including a guarantee that patienta will not 

be tranaported without naceaaary aedication or aadical recorda. 

(2) The Report ahould develop a recoaaendation for a 

aeaningful ayatea of quality and peer review. Tha National Priaon 

Project recognizaa that tha Bureau coiqplaina that tha traditionally 

poor reputation of correctional aedicine exacerbataa the problea 

of obtaining and retaining qualified ataff. But hiring and 

retaining aubatandard aedical ataff only perpetuatea tha problea. 
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VlgorouB pear review equivalent to conmunity atandards will enhance 

the prestige of health care providers within the Bureau, and in the 

long run nalce it easier to attract (juallty staff. On a related 

point, the Report should address whether low salaries at the Bureau 

contribute substantially to probleas in health care. 

(3) The Report should address whether the Bureau should 

reduce substantially its reliance on in-house staff for coaplex 

medical procedures. Given the Bureau's current problems, such as 

surgical care at Springfield, it may well be that the safest and 

most economical route to providing decent health care is to phase 

out most in-house surgery and similar procedures, and rely on 

contractual services from community providers. This step would be 

consistent with the recent reduction of in-house surgery at 

Springfield. 

(4) The Report should set out guidelines requiring the Bureau 

to treat serious medical needs. Certainly a patient in need of a 

Kidney transplant has a serious medical need, and the Bureau is 

arbitrarily failing to meet that need. Kidney transplants are not 

experimental, and they are routinely covered by medical insurance. 

(5) A psychiatric consultant with experience in corrections 

mental health care should also be retained to prepare a similar 

report addressing mental health care within the Bureau. 

The National Prison Project recognizes that two years ago the 

Bureau did have a review of its health care performed by Richard 

Wilbur, M.D.  Some of the findings of that report are consistent 
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with these reconmendations. For exasple. Dr. Wilbur found that the 

Bureau does not have a well-defined overall health Bission that is 

clear to those who deliver health care.'* He also found that the 

Bureau seemed to lack a system of colleglal review of one 

physician's work by another physician from outside that 

Itution." 

However, Dr. Wilbur was not experienced in corrections 

nedicine and his report is accordingly deficient in failing to 

address issues unique to the corrections setting. For that reason 

a new, and comprehensive, review of the system is necessary." 

Finally, there is another dimension of the problem that must 

be addressed. One of the most frustrating aspects of dealing with 

health care issues in the Bureau is the Bureau's defensive 

attitude. This attitude was on display in CBS' "60 Minutes" 

feature regarding health care, in which Bureau spokespersons simply 

refused to acknowledge the possible existence of problems. I have 

repeatedly encountered a similar response from the Bureau In 

attempting to address the health problems of individual prisoners. 

'* Richard Wilbur, Preliminary Bureau of Prisons Quality of 
Health Care, pp.1-2. 

" Id. at 10. 

" This office offered to supply the Bureau with a recognized 
corrections medical specialist to perform a standard evaluation of 
the medical care offered patients at Springfield. Although 
Director Quinlan had earlier endorsed the idea of a review of 
Springfield medical care by an independent corrections medical 
expert, the Bureau refused to agree to the inspection. 

62-519 0-93-4 
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Until the Bureau la willing to aclcnowledge its probleaa, laproving 

the health care systen will prove unnecessarily difficult. 

ConclMBign 

On June 25, 1989, Olive Talley of The Dallas Morning Hews 

reported that the News' year-long investigation of Bureau health 

care "reveal[ed] a medical system plagued by severe overcrowding, 

critical shortages of doctors, nurses and physician's assistants, 

and life-threatening delays in transfers of innate patients to 

major prison hospitals."'* Unfortunately, the intervening two 

years have not shown that the Bureau is able to solve its own 

problems, and it is now time for Congress to exercise its oversight 

responsibility. 

•*  DMH 6/25/89. 
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Mr. HUGHES. Dr. Thoibum, welcome. 

STATEMENT OF KIM MARIE THORBURN. M.D., MEDICAL 
DIRECTOR, HAWAn DEPARTMENT OF PUBUC SAFETY 

Dr. THORBURN. Thank you, Mr. Chairman, for this opportunity 
to testify on a topic that is near and dear to my heart, such that 
I've chosen it as my career profession. I will highlight a few com- 
ments in my written testimony, and I also want to deal with a cou- 
ple of issues that I've heard raised in questions earlier this morn- 
ing. 

First of all, we've talked a lot today in the hearings about the 
burgeoning prison population, and I think we also need to empha- 
size, with the growth of the prison population has been a change 
in the demographics such that it's affected the health of the prison 
population. Now that we've hypercriminalized substance abuse and 
more and more people are coming into our prisons for long periods 
of time with histories of substance abuse, and also with the longer 
sentences, we're seeing a change in the diseases that we used to 
care for when we had a younger prison population. 

Communicable diseases, such as HIV infection, tuberculosis, and 
hepatitis, are devastating our populations. Mental illness is ex- 
tremely common, much more common in prison populations than it 
is in the general community. Addiction needs to be dealt with. Cur- 
rently, only 5 percent of the prisoners throughout the Nation have 
access to substance abuse treatment programs while they're incar- 
cerated. And, then, as the population a^es, we're also facing chronic 
degenerative diseases that are seen with aging at a much greater 
rate than we used to. 

The problem is our systems have not been set up to deal with 
these kinds of health problems. This morning we heard Director 
Quinlan and Dr. Moritsugu talk about overuse of their health care 
system, and they talked about creating disincentives to the over- 
use. I'm very concerned about this concept. 

It is, in fact, true that our health care systems in the correctional 
setting are used a lot, and this can be very taxing to health profes- 
sionals who work in the system. Fm also professor of medicine at 
the University of Hawaii. When we want to present malingering to 
medical students, they usually use a prisoner case. I have to con- 
fess I think when I started to work in the prison system, I felt that 
probably malingering was going to be a common medical problem 
that I would deal wiui. 

Over the years I've come to realize that the overuse of the system 
is not because of manipulation and malingering in most cases. We 
heard from all three prisoners who testified their fears, fear of the 
health care system, and they personalized it, but my sense is that 
prisoners are afraid that they're going to have some serious health 
event while the/re incarcerated and may, in fact, die. Prisoners 
have a great fear of dying behind bars. 

What I see as the cause of the overuse of the system is a testing 
of the system. Prisoners want to know if the system is going to get 
to them if they really need it, if it's going to be able to provide for 
them. I think that setting up disincentives is only going to feed into 
this fear. Really what we need to do is prove to prisoners that our 
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systems are accessible to them. Sick call just is not a very good 
method of proving to prisoners that the systems are accessible. 

When we have sick call in most systems, usually you have to 
make your request to some low-level professional, and it works its 
way up. We hear in the Federal Bureau of Prisons, as in most sys- 
tems that use phvsician assistants, that the physician assistant is 
the one who will make the decision about whether or not that 
needs to be referred on. This can be a wall to appropriate services 
or it can be perceived as a wall. What happens, then, is this con- 
stant testing of the system by the prisoners. 

And, this is why I talk about systems of primary care and pre- 
ventive health care as a revision to the current use of sick call, 
meaning that we do regular health screening. We heard that they 
do physical examinations on intake. Because of the degree of illness 
in our population, physical examinations have to oe done more 
than once in 20 vears, if that's what the sentence of the prisoner 
is. We need to do regular physical examinations, regular health 
screening, and let the prisoners know that we are reaching out and 
that they can access health services when they need them. 

Another method that I've used with my staff to prevent burnout 
from these occasionallv manipulative prisoners is to have case con- 
ferences about difficult patients and to set up a regular appoint- 
ment with a person who is constantly coming to us with different 
kinds of complaints, and let this inmate know that we will see you 
on a regular basis. We're going to set the schedule. We'll see you 
in between if there is a real emergency, but we will see you at reg- 
ular intervals, so that he doesn't have to feel that he has to keep 
constantly coming to us with requests. 

We've also heard a lot about staffing problems, that staffing lev- 
els are insufficient. I want to focus on two issues about stan; and 
that is qualifications and also our tendency in our systems to use 
health care staff inappropriately. We heard this morning that all 
physicians in the Bureau are licensed. However, they are not nec- 
essarily licensed in the State in which they practice. Licensing is 
regulatory and it's a State responsibility. Ihe reason for licensing 
professionals is to put some requirements on the practice of that 
profession. The requirements do vary from State to State. 

But, for example, I'm licensed in California and Hawaii. In both 
those States, I nave a requirement to meet a certain number of 
hours of continuing medical education, another issue that came up. 
If I were practicing in the Federal system, I get the feeling that 
I wouldn't be required to meet those regulatory mandates. So, I'm 
concerned when I hear that the Federal system is not requiring 
that the physicians be licensed in the jurisdiction in which they're 
practicing. I'm wondering if they're needing to meet the regulatory 
requirements. 

I also am concerned when I hear that physician assistants are 
not certified. Again, this is another way of ensuring that they meet 
certain requirements. 

What we haven't heard talked about is inappropriate use of staff, 
and I did make some reference to this in my written testimony. 
There is a tendency to have health professionals work beyond their 
scope of training and regulated practice. The commonest example 
I see in our systems is nurses. We use both registered professional 
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nurses and licensed practical nurses. In most systems that Fve 
looked at the duties of these two nurses are not distinguished. 
They practice the same. Yet, there's a good deal of difference be- 
tween the training of a professional nurse and a practical nurse, 
and there really should be distinctions in the duties and different 
levels of supervision that occur. 

I was pleased to hear that the Bureau is moving forward on their 
quality assurance programs. As I mentioned in my written testi- 
mony, qualitv assurance monitoring is fairly new to correctional 
medicine, and we're always striving to build our program. 

One of the intents of quality assurance monitoringis to have an 
idea about the outcomes of your services. We heard Director Quin- 
lan say that in community hospitals 4 percent of health care occur- 
rences result in an unexpected results. And then he was always 
saying, '^e meet the community standards," but I didn't hear him 
indicate whether or not it was 4 percent of occurrences resulting 
in unexpected results within their system. That's what a quality 
assurance program needs to tell the Bureau and all of us. They 
need to set up indicators to monitor, so that they can come before 
the committee and mtike a comparison other than just a broad 
statement of '^e meet community standards." A quality assurance 
program is set up to come up with those kinds of hard, objective 
outcomes. 

You raised a question about clinical autonomy of the physicians 
and other health professionals. This is a very, very important issue 
for those of us who work in an institutional setting like prisons 
where the whole purpose of the institution is so very different from 
our profession. I mean, we care for people and prisons punish peo- 
Ele. That is going to sometimes put us in a position of, ^ffho is our 

OSS and what are our responsibilities?" 
I'm the president-elect of the American Correctional Health Serv- 

ices Association. This is the professional association of health pro- 
fessionals who work in correctional settings. We're actually strug- 
gling with this issue. We've come to the realization that we ne^ 
a code of ethics for health professionals who work in this setting, 
because we're constantly faced with these questions of professional 
responsibility and ethical responsibility. I give workshops on ethics 
for correctional health professionals m national conferences, and 
they're always the most attended. Being clear about reporting is es- 
sential in order for us to be clear about our professional respon- 
sibilities. 

There was also a question about cost containment that came up 
earlier. Health care is going to be a very costly part of prison sys- 
tems, especially with the direction that we're going, as I alluded to, 
incarcerating people who are sick. I think wat that's something 
that has to be considered in terms of passing sentencing laws and 
crime packages. 

I would just like to let you know about something that we've 
done in the State of Hawaii. Prisoners are not eligible for Medicaid 
coverage. The Federal law excludes them. There was some talk 
among prison officials to try to amend that law to make prisoners 
eligible, and the reason for the interest in such an amendment is 
that many systems have no way of controlling costs for outside 
services. 
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When I came to Hawaii, there was a limited number of outside 
facilities that we could access for prison health services. So, when 
I went to them to try to negotiate contracts and cost savings, I 
couldn't do that. They were already charging us top rates for the 
services, and they had no incentive to negotiate with me for some 
sort of cost contamment contract. 

So, we passed a law to make prisoners eligible for State medical 
assistance. Basically, what that does is cap our costs for outside 
services at Medicaid rates. We've had a considerable cost savings 
as a result of that. 

One of our concerns was that we would lose outside providers, 
and that hasn't been the occurrence. We've still found tnat all of 
our outside providers have been quite willing to provide us, even 
with this cap. 

I'd be happy to answer questions. 
[The prepared statement of Dr. Thorfoum follows:] 
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Tel Con«iv•••»•» WIIIIMM J. Hu<«htt*, Chalman 

0uto«>oaslt.t.«* en Znfcelleet.iiel Preeert-y end Judlelel 

Proet Mle Nerie Thorburn* MD 

CHelreen Hu9heef eenk»ere of t-Ke Owt>eoeelt.t.ee on 

Iet«lleet.uel Px-epert-y «n<j Judioiel Adeinlet«et.lon» t.henK yeu 

<er fche ot»f>ert.t«nit.y ^e ^ee^ltfy ebowL heeiCh eere in prieone.   1 

eewe before you wit.h e domen yeere o< experlenoe ee e 

phyei«;i.en. €lr«t. In CelK'ernle prleone end tf'or t.t%e peet. ^eur 

yeere* ee %he heeit-h cere d&ree«.or otf the Hewell oorreat.lonel 

•yetee •   Z ee preeldent. eleot. e<^ ^he Aeer&cen Cor root. & one 1 

Heelth Servieee Aeeoolet-ion < ACHaA> • en AnterOa-eoJipllnery 

ev^enlee^lon otf heelfch pretfeeeleneie who worH in correct.lowel 

tfeeilitiee.  Ae en internAet« 1 ee ec^ive on the Hueen fkA^hte 

end Hedlcel Prsotloe Suboonn A t.t.ee oiT t.he Aeerxcan Colleee o< 

Phyeiolene (ACP> . The ACH3A end t.he ACP are ^oinlne the 

Neti.enel Ooeeiee&on on Cor root lone 1 Heelth Oere <|ICCHC> kn   t.he 

preperetion oi e ^o^nt eteteeent to eicpreee concern thet heeXth 

•ervloee in the necien'• correotlone1 feellltlee ere not 

Keep&ne up wAth inaetee' heelth need*.   My coapi«nta will 

reflect prohleee tfecine heeith eerv&oee t.hrou«ihout t.he netion'e 

pr&eone end le&le. aeny o^ which eleo Aoply t.o t.he Federel 

- 1 - 
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ftur*«u o£ Pri-son* • 

R*c*nt APiprov«aittnt.s xn   corr««t.xon«l h««lt.h •«rvxc«» «r« 

t.hr*«t.«n«<l by t.h* n«t.l<»n' • tourci*onfcn«i pr&«on population > 

Bo^lnninq 4n t.h« 70«, civil ri«ht.« llt.i4«tion vncl involvoaont. 

by or«i«ni«od »*<lloin* foreod co«inunit.y •t.*nd«r<l» on prison «n<l 

^•il hovl^h Aorvieoa wh«r« nodical no^loot. had t>oon t.ho norn • 

Tho problon tm   ^hat. h««lt.h aorvico*. • eo«t.ly coupon on t. otf 

pvi«on bu<«7ot.*, oro not. fcyoin? •«jtf^lelon«.ly tfundod t.o nolnt-ttAir 

t.hooo •%.«n4«r<l» durxn^ t-hi,* por&od o< r«p&<i prison popMlaCxon 

^ro«#t.lk ro*ult.ln9 tfron t.h« |l«t.lon«l Dru* 8t,r«t.o9y otf 

erlnln«lls&n9 drua u*o* r*ioct.i.on oi( •lt.orn«^4vo« t.o 

a.nc«rcor-«x.jLon and lonaor oontonoo**  Prison oMp«n«&on coot.* 

t-ond t.o bo o«loul«t.od mm   tho oo«c* to ouild bodat «nd provxdo 

•oeuK-At-y rathor t.h«n t.h«n total co«ts« xncludino noalth c«ro. 

Thoro aro no publl*hod staffin«i forauL** for hoalth 

•orvioo* in prioona.  Conooi^uontly» pvioona oxpond and now 

faexlltAoa ar* built t^ACh at.c.*nti.on to aacur&ty ataff kno but 

hoalth coro at-a^fina nooda ara noaloctod.  Aa aovornaonta 

tlahtan bolta* thla problaa bacoaaa avan aora acut*. 

Expand ituz-oa for haal tt^ oarvica* and aodical auppl l«a aro also 

3oopardtmod»   X aa awaro of ono atato whoao prlaon population 

^row oy ona thxrd &n a yaar mn^    y*t no naw health car* 

poalt&ona «#or* buda*t*d.   Anot.h*r atata alia&nat*d it* qual&ty 

- a - 
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pra,»ofi h*«it.h Thortourn 

r«vx*w*r« could not. t.r«v»l t.o Monl t-or inat.lt.ut.Ions. 

Prison popu 1 at. 1 ons ar*» at. t.h« aan« t.ia«* k>*coain^ 

• loK*r.  0*a*aa*a aaaoe&a%*«l w&cri pov*rc.y and •ubat.anea atowa* 

ara pz-avalant. aaona pr xaonara.  A1&6 haa toaan ovarwhalaxna 

pr&aon haalt.h ayat.aaa alnoa aarly in t.ha apidaalo w&t.h an 

aaax-Aoa^* annual in«Ad«nca xn   at^ata and fadaral pxiaon syat-aaa 

t.ha% Maa aora t.han 1& t.iaaa t.ha coaaunl.t.y inoidanca by t.>>a *nd 

e< %^^9,    Tubarctiloala and hapat.it.la navar aaw tha d^^ra* o^ 

•radIcat. 1 on 1 n pr i aona t.hat. oeowrr*d i n t.ha eoaauni ty and now • 

aa tl%aa« ooaauni«at>la dla«aaaa raaur^ra in ao»a ooaaunit.i«a« tha 

probla* for pr 1 aona aro%#» av*n wora •  Hantal 1 y ill p«oplo ara 

^•>'MrTm^Tmmmnt.9<i   in pr i aona. raachina rataa of lO t.o 15«t in aoaa 

faoilitiaa.  Addiot.ion rataa aaona priaonara mr^   AO to AO%. 

Priaonar populationa ara a^rinq whicft aianitf i*a aora ohronic 

da«ianarativa diaaaaaa than wara pravalani. t#han our pr&aona w*ra 

^illod alaoat astoluaivaly with voun«i aan • 

Tha tradit.ional orcianizat.ion of haalth aarvieaa doaa not 

^rm^pmrm   «.haa t.o aaot t.haaa naalth oar a na^oa •  Tha t.ypi«al 

dalivary nodal la a raaociva ayata* of eara on daaandi  aicN 

eall .  Haalt.h a*rvic*a mrm   raquaat.*d rathar t.han aoh«»dulad. 

Sueh a ayacaa doaa not. land itavlf Co raoular follow-up oara 

which la noadad to aanaaa of chronic dia«aa«a- 
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orAsofi   h««X^h Thortourn 

Pr&M«ry   o*r*   mn^   pr*v*nt.&on   ikodvl*   otf   h*«lt,h   car*   d*liv«ry 

i>*w   no«   to**n   ««if»h*»&x*d   Xn   corr«ot.ion«l   •yAt.vBA.       Bv«n   wh«n 

h««Xt.h   •«r<*«nln<i   IA   |E»«rtfor»*4.    •y*«««is   "^y   no^   e«p«t»X*   <»tf 

tfollowAn^   up   on   «bnorai«l   finding* •       Z   ••«#   ^hx«   r«o*nt.ly    in   • 

mym^^m   t-ha^   p*rfom«d   oMt-onAlv*   dttnt-*!   «KH«ninaCA«ns   on   int-aK* 

otf   AniM«t.o«   bvt.   <i4<l   not.   h*v«   ^ho   or^wnAva^Aon   nnd   r•sources*   Co 

o«rry   t-hrou^h   on   Adont.ltf'Aod   Cro«c.non«-   nooda.       Pr&n*ry 

pvttvon«.Aon   •yoC««is*    Ixli*   honlt-h   oduoo^Aon   «n<l   v«oo&n«t.lon 

pro^rttns*    «iro   otft-on   feoC«14.y    l«oKj,n<r • 

Thooo   problotiA   «r*   oonpoundod   try   Ctio   tf*ot.   ClioC   r«crM*t,»«nt. 

•nd   rot.ondon   otf"   <fuoilf 4od   hoolth   e«ro   *fc«f f   aro*    m^   k>o««.«    • 

^ino-oonAuaia-n^f   ofivllon^o   A or   Any   pr A«on   l«o«iCh   •dnkniat.raCor • 

TKo   diaiinudon   and   ovonCu«l    lo»«   otf   Cho   Hodon*!   HoolCh   A«rvi«o 

Corp*   ••   •   oouro4B   otf   phy«xo&«n*   tfor   pn*on*   and    7«iX*   ronovo*   m 

mmyoT   suppXy   o<   doctor**       Tho   notion*!   nuroincp   sttort-aQo   noans 

ChaC   coryo^AonaA   An«dCuCion«   aro   ooapodn^   wxt,h   oChor   ho«lt.h 

ear*   tfaoliit,!**   for   ooaroo   roaouroos.       A«ido   fro*   Cho 

s>«ro*pt.Aon   o<   pr&»on   rt*«it.h   aorvAcoa   o*   undoaa.ro«bl«   workait.*** 

t.ho   looat.Aon   9£   nnny   inatitudona   in   rural   araaa   km   no«. 

atCracdva   x.o   hvaich   pro«aaaionala.       A   aanaa   oft    laoia^Aon   can 

load   Co   protfaaaionai   d^aaaciatfaocion   and   raai9nadon»   m^mn   uiian 

oorracdonal   IkoalCh    A a   a   caraav   ohoioa* 

Vo   naMo   up    for    acasiina   anorcaoraa.    cor race AOnal    haalt-rt 



109 

rl»on   l«*«l«h 

aonprotf**«Jion«X«   w&t.rtouC   i.«,c*n»**   or   c«r«.l^i.e«ca.on •    «nd   rt«v« 

%lk*«   wosrK   fe>«yond   t.h«Ar   *eop*   o«    t.x«AnAn«i   «nd   «<ftuoat.Aon*       Thr*« 

«MttMpl«a   of    «.h&a   pr*ct.i.co   Mr*   pny«ko&«n»   •••&MC«nfc*«    peace &etti 

nura**   and   payoholo^&at.**       Sonv   ey«t.o»*.    inoludinc)   t-ho   Buroau 

otf   Priaona^    r*ly   ttvavily   on   phyaa.o&ana   aaalat-ant,*   aa   prA.Bary 

o«T«9a,v*Ta.       Ifsaa'^o   pa%A«n^   coapiain«.a   ara   t.r la^wd   t.hrouQh   a 

••r&aa   of   ha«lt.rt   car*   worKara   who   dacida   if   rafarraJi   t^o   eha 

ttOM*.   lavaX   o«   %MMrk«r    tor   p«o4«aaAonal>    &•   noo^aaavy •       Japropar 

^fta^ffkoaAa   mn^   daoXalon-aaNfcn^   aay   raauie   in   i.na4«^ua«.a   ear*   by 

an   unquali^ ia<i   workar • 

HuraXn^   poal^Aona   xn   oorrwo-^Aonal   aa^^ln^a   ara  otfitwn 

tf illad   «#i%h   praocjioai   nuraaa.       Huraaa   mmy   alao   !>•   prineipla 

pxovKflara   and   tfuno^&on   wAt-lt   oonaAd«x-atoAa   au^onoay •       PuCiaa   otf 

protfaaaAonal nuraaa • px-aot.&oal nura«a wAt-h a&n&aal t.raln»n9 

and adu4Ba^lon p«irtfora aaaaaaaan^a and «^raat.aan^a without. t.ha 

naoaaaavy   ak Alia   t-o   do   ao. 

For   payohol091o   aavvA«aa,    aoaa   oorrwoLAondl   aya^«aa   h&r« 

paopla   wlt.h   ba«halora   daaraaa   l.n   payoholoay   or   nonXloanaad 

•aa^ara   da^raa   payoho 107 A at.a •       Tl»a   naaa   sor   aafftt.a 1   ttaa 1 t.lt 

••rvxoaa   Xn   oorraa«,Aonai   ^aallAt.Aaa   Aa   ai««.ana*,va   and 

ei«alA«n«i.na.       SKali    ana   axparianca   o>    x.na   oroaaaaxonala   &a 
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or A son h««i t-fk Tnorburn 

««»«nc&«i to •nttur* *d»au«t.* ••rv&e*«.   Noni&c*n**<S mmnt.mk 

^••l^lt wor#t*r* M^y lack -crAariAna to a««l w&t.h conpieM innat.* 

••nt^al ri*«lt.h n**4». 

Solaris* lor h««lth orox«»*&on«le in <rorr«^t iof»«l 

4nat.ftt.ut.A.on» «ro o^t.«n not eoap*CAtA.vo w&ttt prxvato awctor • 

Ono aolu^lon in corr«ot.lonal •y*t.«Ma has t>mmn   to *«adl« haralfch 

Ottr* ««orkors with aocurity funotion* and anhano* thalr aaXariaa 

w&th taasard l>onua4>a«  Soaa ayatoaa ovon hava hoalt.h oaro 

«#orH*ra afc^awd ^ra&nxna for auarda*  Tr^&a roA« confuaion 

daat-coya h««lt.lk pro£«aaAonal-p«t.a.«nt. r«latAon»hApa and 

daprofaaaional isaa haa lt.h profoaaionala.  Soeurity f unct.iona 

•houAd nol k»* a r««fUAro»on^ *'or Itasara aalary anhancoa^nt-a for 

oovr*ot&onal t%*«i^h profoaaionaXa who da&iy 4*0tor tha 

facAiAt&oa ano faca tha aaaa cianaara aa ciuaraa*   xn   Aact* 

hoalfeh prof oAaionaia nay t»* taKon noataoa aora of ton than othor 

ilAinoia mnta   Mowaoa. 

Oualxt.y aaauaranco aionxtorAfi^ xa a now dovolopaont. xn Cho 

<ror ract lona A noai tn arana . *aaax L v * t>r & aon oual 1 cv aaauranoa 

pro^raaa ahouio inoxuoa 00th intornaA mn<i oMtotnai aon&torina 

avatoaa. Hanv or A aon aaoartaanca. An<3Aw<lA,n« tna ikuroau* navo 

intorna1 aonitorIna avatoaa ^n olaco• 

Owallty aaauranea aonitorina oy oroupa outaida our 
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vr x*on   r*9mi,t.n f nor our ii 

An««.ACuC.&on«   A*   !*••   ocyne»*%.«nt,iY   «*1-«k>l i tth*a   Chan   Ant.«rn«l 

«U4A t.s •        Aecrttdft CAt. kon   |»roar«M«i.    auen   «•    Ctt*   NCCHC   •n<i    crt* 

Jo&n^   CoMPijtsAAon   on   Accre4xt.«T.ion   o*    H««lt.hc«r«   ur<i«nAX«t.xons • 

•r*   n*ip^ui    out.   t,n*y   r«v&*w   •n«&ro   •/««.•••.       Ic    &•   «A*O 

Aapow-ant    i-o   n*v«   •xt.*rn«il    r*v**w   os    o«i*«* •       T)«*   t.«n<loncy    A*    to 

•••K   •M«.*rnttl   r*vx*t*«   %#n«n   t.n«r*   ar*   ari.*v*nc*«   about.   e«ro   out 

•<l«<|u«t.«   •x't.*m«l   nonxtor A.n9   ayatoMa   wouia   «at.«t>l a.ah   ayat.*aat.Ao 

4n4icat.ora   4'or   rav&a^. 

Tha   obVAOua   oxaoa   t.o   %urn   tor   aMtwrnal   r*vxaw   a a   or«an&x*d 

Bwd&cjtna.       Howav«r,    ay   own   aMparianca   w&th   tn*   Hawa«&   Nad^oaX 

AaaoGa.at.ion   xm   t.ha^   t.h«a«   or«ianxxa^Aona   ^xm   roIuct.ant   to   l>ocoBia 

&nvoiv»d    l>acauaa   of    faar   of    1 4t. a. oat. a on .        Nonatnalaaa.     It    a. a 

xnouabont   on   thoaa   otf   ua   who   m^tmi.nx^'t.mr   oorroodonal   J%oai.t.h 

•«rv&eoa   t-o   aoak   roouXar   outaatfa   ravaow   mnii   tf'oo<ibacM   al>out.   tha 

«aro   wo   prov&doa 

2   wowltf    iaKa   to   thant«    you    aaaan    Aor    thia   opf>ort.unaty    to 

^••t.&tfy   about   aona   otf   tno   aaauoa   and   prooXaaa   tf'acan^ 

oorroot&onai.   hoalth   aarvaooa   tooay •       ny   raooa»onaataona   to 

aao&aiatora    atart   wjitn    a    oiaa    co   oa   ooonaaant    &4    tna   raaulta   o«' 

ourx>«rnt   inoarooratJion   tronoa*       vraainaA    luatxco   oo^aicy   &a 

fallana   our   oriaona   with   oaooia   wktn   aMtonaavo   hoalth   naoda« 

Vat    tna   boaacy'a   a* s aot avonaaa •    aapooAa^ly   moa;    araoaoatina 

•uoataneo   aouaa*    aa   not   provar\.       Id   tna   currant   tfransaod   rat* 
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on von   n«ttlt.n Tnorour n 

o<    &nc«rc«rttY.Aon   corn. j,nu«a.    «ae4U*t.«i   n«ttlt.h    a«<v&c«*   Muot.    o« 

*'«9«.or»o    fcnt.o   prx»on    &uAA<Sj.n«i   and   •Moana&on.        Pri.*on   rt*«it.n 

••rvAc«a   shouia   d«v«iop   prx»*x-y   •na   »*eona«KY   pr«v«nv.fton 

pro^raatA   ••   •   aoBf>on«nc.   otf   t.h*   pub^LC   rt»«it.t>   *y«c**   and   *houi.a 
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^rotfoAsion*!*   «n<l   ••l«rxo*   •houl«l   fe*   ooaipo't.a.t-xvo   onouah   Co 

•«.t,r«o«.   *uah   prof•••&on«X*.       Finally*    nochod*   ahould   bo   sought. 

t.o   xnduco   orcionAxoo   ModACxno   xnt.o   poor   roviow   o*    our   coro   by 

minlrnXKin^   Cho&r    £o«r   o<    li, cxoocLon. 
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Mr. HUGHES. Dr. Greifinger, welcome. 

STATEMENT OF ROBERT B. GREEFINGER, M.D.. DEPUTY 
COMMISSIONER AND CHIEF MEDICAL OFFICER, NEW YORK 
STATE DEPARTMENT OF CORRECTIONAL SERVICES 
Dr. GREIFINGER. Thank you. I appreciate the opportunity to 

speak before you today and to discuss what I believe is the unique 
challenge of correctional health care, and to provide recommenda- 
tions for your consideration for legislative action. 

As we all know, inmates are a vulnerable population. They're 
young, poor, undereducated, and overrepresented by minorities. 
Their medical problems are distinctive because of the ravages of 
drug abuse, mental illness, and now AIDS. New York has an espe- 
cially intense concentration of HIV infection. Fifteen percent of in- 
coming male inmates are infected with HIV, and 19 percent of in- 
come lemale inmates are infected with HFV. One-quarter of incom- 
ing inmates are infected with tuberculosis, and one-tenth have evi- 
dence of recent syphilis. We have, out of 58,000 inmates, over 1,000 
with symptomatic HIV disease. 

Because incarceration for most inmates is under 2 years, I be- 
lieve that there's value to our society to take a perspective that 
looks beyond the period of incarceration. I believe that the correc- 
tional environment provides the most fruitful public health invest- 
ment opportunity in the Nation. I'm trying to aevelop an argument 
that will help aevelop resources for correctional health that can 
look at the public policy agenda for a public health initiative for so- 
ciety as a whole that can focus on an accessible, but very dynamic 
population. 

To honor the constitutional entitlement for inmate medical care 
and to maintain this public health perspective is a very complex 
and challenging task. Moral issues of privacy and discrimination 
compound the tension between the security requirements and high 
quality medical care. 

Congress can be helpful through legislation and regulation: first, 
for recruitment and retention of competent professional staff, which 
has been discussed in detail. Competitive salaries are required, but 
also attention could be paid to the expansion of mandatory public 
service programs for health professionals, expansion of programs 
like the National Health Service Corps to provide young profes- 
sionals the opportunity to serve their country spending 2 years or 
3 years working in a prison or with any of a wide array of other 
disenfranchised people in the United States. 

Correctional health care needs physically modem, well-staffed fa- 
cilities. Just like salary, a well-staned, modem facility is impera- 
tive for what I call employee hygiene, for helping people feel com- 
fortable where they work, feel tnat they can act as professionals in 
an environment that is conducive to professional activity. Anti- 
quated facilities, in particular, are major disincentives for folks 
who have many other employment opportunities and often at much 
higher incomes. 

Looking beyond the period of incarceration, I believe that people 
need a universal entitlement to medical care in the community. 
One of the sad facts of correctional health care is that on the occa- 
sions when we do provide excellent, intensive medical care for in- 
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mate patients, the time comes for their release to the community 
and there is scant abihty to develop Hnkages for continuity of care 
for these sick inmates. We have occasions in New York State, not 
infrequently, where inmates will decline the opportunity to go on 
parole because they believe they are getting better medical care 
within the walls than they would be able to access outside. That 
is certainly true for people who would not be able to get a nursing 
home bed, for example, or who would not be able to have imme- 
diate access to primary care services to continue intense medication 
regimens or other treatments that they are on. 

Compassionate release programs for the terminally ill, I believe, 
are important not only for humanitarian reasons, out they have 
economic merit. Terminally ill inmates require medical care, and 
one might make the argument that they will require medical care 
when they are on the outside. That is true. So, tnat would just be 
a shifting of costs. But, one has to consider that terminally ill in- 
mates are often ill in a hospital, in a community hospital, where 
the cost of security coverage far exceeds the cost of the hospital 
bed. So, for that economic reason alone, it makes sense to provide 
legal conduits for compassionate release. 

Quality management instruments are very, very useful, particu- 
larly as they can set very clear expectations for medical care, but 
I would like to emphasize the quality management instruments 
need to be seen as tools for improvement. They need to be seen 
from a perspective that nothing is perfect and the mission is to im- 
prove quality in an ongoing way. When quality management in- 
struments are used only for oversight or for litigation, they become 
tremendous disincentives for honest participation by health profes- 
sionals. If the results of quality management surveys and audits, 
et cetera, are made available to critics, health professionals will 
find ways around taking the fullest advantage of those. Quality 
management is a process, it's a dynamic process that improves 
medical care througn the process ana over time. 

Leadership and authority for correctional health executives are 
imperative. Medical directors and their equivalents in the Federal 
Bureau and throughout the United States need to have leadership 
qualities, and they must have authority not only to develop policy, 
but to implement programs which make sense, programs which are 
efficient and effective for the provision of high quality medical care. 

Effective and cost-efficient programs also require a database 
which can be provided from epidemiologic research. The epidemio- 
logic research is insufficiently funded, and there's insufficient infor- 
mation about the epidemiology of disease within prisons and 
among inmates. It will be very nelpful for correctional health peo- 
ple to have access to more current scientific data about patterns 
and remedies for the medical care problems of inmates. 

In summary, I believe there has been a dramatic change in the 
nature of inmates' health status during the past decade, not only 
because of AIDS and mental illness, but also because of the in- 
creasing criminalization of drug abuse problems. This change af- 
fords us an opportunity that is unique and it's an opportunity for 
us to serve a broader public interest by making an investment in 
inmate medical care. I thank you. 

Mr. HUGHES. Thank you very much. 
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[The prepared statement of Dr. Greifinger follows:] 

Testimony on Prison Health Opportunities 
House Committee on the Judiciary 

July 17,1991 
Robert B. Greifinger, M.O. 

Mr. Chairman, Members of the Committee and staff: I am Robert B. 

Greifinger, M.D. I have been Deputy Commissioner and Chief Medical Officer of 

the New York State Department of Correctional Services for two years. I am a 

Board Certified Pediatrician, and a Fellow of the American College of Physician 

Executives. I have 19 years experience as a physician executive. 

Profile: New York State Prisons 

Pifty-eight thousand inmates are in New York State custody in 68 facilities. 

The growth rate has been eight percent per year, and the inmate population has 

an annual turnover rate of 50 percent. Last year we touched 81,000 inmates. 

Ninety-five percent of inmates are male, and the median age is 30. Twenty-two 

percent have a high school diploma. Fifty percent of the population is Black, and 

32 percent Hispanic. Only 15 percent of the inmates have minimum sentences 

over ten years, and the median time of incarceration upon release is 15 months. 

Eighty-five percent are released in under 36 months. 

The Department's annual operating budget is $1.2 Billion of which ten 

percent is spent on medical care. There are 27,000 employees, of whom 1,000 

are health professionals. 
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Heatth Services Organization 

The Department directly operates primary care services In each faality; 

most have 24-hour infirmaries and on-site pharmacy services. Provision of 

specialty services varies, including both regional clinics within facilities, and 

community resources. Acute in-patient care is provided by contract through six 

secure units in community hospitals, and at 40 other hospitals throughout the 

state. The Department is developing larger secure in-patient units so as to 

increase security and enhance access to specialty physician services. Pharmacy 

services are being regionalized, utilizing electronic prescription transmission and 

overnight delivery. 

This year, the Department opened Walsh Medical Center, the first of three 

long-term care facilities for inmates who do not need acute hospital beds, but v^o 

require more intensive services than those provided in facility infirmaries. These 

regional medical centers will also provide ambulatory specialty medical services. 

In 1991, we will have 1.5 million medical and dental visits and fill 1.5 million 

prescriptions. 

Epidemiology 

Unique among correctional systems. New Yori< State has 7,500 HIV 

infected inmates, of whom 1,000 are symptomatic. The incoming HIV 

seroprevalence is 15 percent among males and 19 percent among females. The 

mortality rate in 1990 was 30 per 10,000 of which two-third's is attributed to AIDS. 

In the past decade there have been 1,063 AIDS-related deaths, 16 percent of 

which have been in the past year. 

-2- 
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The AIDS mortality rate has declined by 20 percent during the past two 

years, attributable to aggressive efforts to voluntarily screen, counsel, and treat 

high risk individuals. There are currently 1,600 patients on Zdovudine (A2rr) and 

800 on prophylaxis for Pneumocystis Pneumonia; these are four fold increases 

from 1989. 

Closely related to HIV, are the profournj numbers of infections with 

tuberculosis and syphilis. Twenty-eight percent of incoming inmates have positive 

skin tests for TB. Eighity inmates have developed active Tuberculosis during the 

past year. Twenty-five percent of incoming females, and eight percent of 

incoming males have serologic evidence of recent syphilis. 

Most of the medical care programs created in the past several years have 

focused on the prevention, early detection, and treatment of HIV and its related 

infections. These efforts are expensive and complicated, but they have economic 

benefits, not only in lives saved, but in prevention of transmission in the 

community upon release. 

Mission 

The mission of health sennces for inmates is to serve the pubic triist 

through socially responsive, compassionate, high quality and cost-efficient 

programs. These programs must respond to complex and often conflicting 

demands; many of these conflicting demands are unique to the correctional 

environment. 

For example, there are moral issues of privacy, discrimination, and 

research which differ from those in the free world. There are constitutional 

-3- 
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entitlements to care, as the Eighth Amendment prohibits cruel and unusual 

punishment, yet inmates are restricted from free choice of provider, diet, arxj 

exercise. Security requirements often conflict with access to and compliance with 

medical services. 

lrK;reasingly, prisons have tai<en custody of the mentally ill. the addicted, 

and since AIDS, the sicl<. The institutions have been pushed within one decade to 

change their very nature; these changes are difficult in any culture, especially in 

those which are highly structured and contorted into physical space buiK for 

populations with other characteristics. 

The unifying theme in both prisons and medical care has been education, 

an opportunity to lead people out of their current situation into a life which is more 

physically, socially, and spiritually whole. For those detractors who believe 

inmates are solely incarcerated to be punished, we need to remind them that the 

great majority of inmates are back on the street within a relatively short period of 

time. We need to look beyond the period of incarceration. Hence, a Putilic 

Health approach to the organization of health services for inmates t}ecomes a 

compelling model. 

^ 

Public Health as Sound Public Policy 

There are various perspectives on correctional health care. Included 

among them are legal (Constitutional entitlement), religious (universal mission to 

alleviate suffering), moral, and public heatth. Viewing Inmates as public health 

sentinels, part of the ecosystem of modern society, is in the public interest. 
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TTie correctional environment Is the most fruitful public health investment 

opportunity In the nation. While in custody, the population is accessible, 

observable, and treatable; it is characterized by high risk: poverty, dnjg use, 

undereducation, and overrepresentation by minorities. The return on the 

investment is realized upon return to the community. 

Legislative Agenda - The Role of Congress 

Provide through legislation and regulation, public policy and resources to 

take advantage of a public health opportunity: 

1. We need good staff. Recruitment and retention of professional staff is a 

universal problem. Competitive salaries are imperative. Expansion of programs 

of mandatory public service for young health professionals can provide a high 

quality work force, and an unmatchable educational opportunity. 

2. We need well staffed and physically modern facilities for medical care, 

improving the work environment for those whose public image is less than 

deserved. There are clear cost benefits to education and eariy intervention, 

especially with the set of diseases v^ich plague inmates. Adequate staffing helps 

make these happen. 

3. We need to look beyond the term of incarceration, to provide for 

continuity of care on release, through universal entitlement of medical services. 

We need compassionate release programs for the terminally ill. 

4. We need to encourage the development of Quality Management 

instruments, as devices for quality improvement, not tools for litigation. 

Expectations are often unclear without defined standards. 
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5. We need leadership and authority for correctional and health 

executives, so as to be able to meet increasing and complex challenges. 

6. We need support for epidemiologic research, aimed toward the 

development of effective and cost-effjoent programs. 

In summary, there has been a dramatic change in the nature of inmate 

health status. This change affords us a unique opportunity to serve the broad 

public interest by investing in inmate medical care. 
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Mr. HUGHES. Dr. Landucci, you've heard testimonv this morning 
from two panels. Director Quinlan acknowledged some short- 
comings in the system and desires for improvement. You heard, Fm 
sure, the three prison inmates that testified today. You've heard 
testimony from tnis panel about some of the problems that exist in 
the Federal system and in penal systems generally. From your own 
experience, both at the LA facility where you were, I think, the 
chief medical programmer for several years, and your years at 
Springfield, MO, at the Bureau of Prisons medical facility, can you 
give us your impression of the system as you see it? 
STATEMENT OF DANTE LANDUCCI, M.D^ FORMER CHIEF OF 

HEALTH PROGRAMS, BUREAU OF PRISONS METROPOLITAN 
DETENTION CENTER, LOS ANGELES, CA AND, PREVIOUSLY, 
MEDICAL OFFICER, U.S. MEDICAL CENTER FOR FEDERAL PRIS- 
ONERS, SPRINGFIELD, MO 
Dr. LANDUCCI. Good afternoon, Mr. Chairman. Before I start to 

answer that question, I'd like to make one item clear for the record. 
While your agenda correctlv shows me as being employed by the 
National Institutes of Health, I'd like to make sure that you under- 
stand that I am here as a former employee of the Bureau of Pris- 
ons, not in any formal capacity with my employment with  

Mr. HUGHES. I understand. 
Dr. LANDUCCI [continuing]. DHHS. 
Mr. HUGHES. We understand; you're here as a former employee 

of the Bureau of Prisons. 
Dr. LANDUCCI. With regard to medical issues in corrections in 

general and in the Bureau of Prisons in particular, I have to say 
that I think a lot of mv thunder has been stolen by people who are 
speaking on this panel and also, to a certain extent, by Mr. Quin- 
lan and Dr. Moritsugu. My intent is to emphasize some of the 
points that have been made by people before me and maybe elabo- 
rate on some issues that haven't been covered. 

The foremost thing I can see as being important when a patient 
comes to me as a correctional medical officer or a health care pro- 
vider of any sort, is that the individual has to be able to feel that 
they have a sense of confidence in me, that they can develop trust 
in me. That is hard to do with an inmate population because of the 
kind of people that they are, because of the kind of setting that you 
find yourself in, but it also is made more difficult by the structure 
of health care delivery within the Bureau of Prisons itself. 

The Bureau mandates and makes it openly known that the medi- 
cal responsibilities of health care providers are really secondary to 
their correctional responsibilities. Quite frankly, that is just too big 
a burden on health care providers. It really enhances the inherent 
distrust and hostility that inmates feel. In the end, inmates feel 
they need to exaggerate their symptoms in order to access what 
they feel they must be able to get from the health care system. 
What then happens is that, because this exaggeration occurs on a 
regular basis, on a daily basis, with so many encounters, health 
care providers become desensitized and often, much more often 
than is probably warranted, label inmates as malingerers. When 
that happens, that inmate has or those individuals as a whole 
have, for at least a short period of time and possibly indefinitely. 
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the door closed to access to adequate health care. It may open 
again if they come up with a different set of symptoms or a symp- 
tom relating to a completely different organ system or process, but 
it really restricts their potential to get good care. 

Clearly, encouraging people to reevaluate—and by "people," I 
mean health care providers in all correctional settings—to carefully 
reevaluate the people whom they have labeled as malingerers is 
important, but I think it reallv boils down to the fact that Bureau 
policy should be changed. It should be veiy clear that health care 
providers of all sorts should be allowed to function as independent, 
and wholly independent, professionals. Thev should bear in mind 
correctional issues; they should keep in mina that what they do can 
affect the safety of other people in the institution. But, the patient 
who comes to see them must be able to believe that person will do 
everything reasonable and necessary to ensure their well-being in 
the long run. 

To that end, the Bureau of Prisons must shift the chain of com- 
mand for physicians and health care providers as a whole so they 
do not, as Mr. Quinlan and Dr. Moritsugu said, report on a daily 
basis to superiors, such as wardens and associate wardens, who are 
not medical staff, so that they report directly to the assistant direc- 
tor, health services division, medical director, a position always 
filled by a physician. 

As tne corollary to that, it's really important for the medical di- 
rector to have authority to go along with the responsibility. By au- 
thority, really it boils down to money and positions, as almost all 
things in government do. The Health Services Division of the Bu- 
reau of Prisons must have its own budget, which includes those of 
each health services department in all institutions; and it must be 
responsible for the allocation of new positions directly to health 
services departments in all institutions. Without that, there can 
never be any assurance that health care services will be appro- 
priately staffed or appropriately funded, because right now the sys- 
tem allows those resources to pass through the regional office and 
then the executive board of each institution where there is no rep- 
resentation of medical issues by medical professionals. Thus, the 
intentions of the central office are frequently diluted or completely 
eliminated. 

Another problem that keeps health care providers from being 
fully functional is that they don't often have adequate access to 
supplies or equipment. This is most commonly due to the fact that 
administrators within these departments are people who are pro- 
moted up through the ranks simply by matter of seniority or per- 
formance, but not because they're adequately trained for the job. 
They are not trained for health services administration. 

The Bureau must implement mandatory training of those indi- 
viduals, who are already in such positions or anyone applying for 
these positions. That training should not only come from within the 
Bureau of Prisons, but from many well-established external pro- 
grams as well. 

There is one other aspect of the adequacy of supplies and equip- 
ment. Despite what the Bureau of Prisons says, my experience, 
even up to the last day I worked at Los Angeles, was that medical 
records for inmates, even those transferred within the Bureau of 
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Prisons, but certainly for those coming from anywhere outside the 
system, were not regularly available. That really hampers the abil- 
ity, especially of physicians, but all health care providers as well, 
to function effectively. 

One additional part of this plsm to enhance the image of physi- 
cians as fully functioning professionals is that the Bureau must 
concentrate more of its effort in providing clerical support. As an 
example, in the time I worked in Los Angeles I typed every single 
one of the reports I submitted, at a cost to the Government of more 
than $40 an hour. I did this for many, many hours nearly every 
day. 

At all levels, the most important factor is that health care deliv- 
ery needs to be planned, coordinated, and supervised solely by phy- 
sicians. Right now each department at each institution has two 
heads, and they share equal authority over allegedly separate 
areas, but it's basically all one and the same thing. The adminis- 
trators are peers of the physicians; they are each other's equal. Un- 
fortunately, because of problems with the training of administra- 
tors and because they often feel insecure, much energy is spent in 
argument rather than collaboration. The Bureau must make health 
services administrators subordinate to the chiefs of health pro- 
grams at each facility. 

For all of these aspects to function successfully, it's imperative— 
and this is just a re-emphasizing of what other people nave said 
today—that there be mechanisms to assure that medical staff are 
both competent and dedicated, and, if possible, to assess the fact 
that they have compassion for the people for whom they care. 
There are a variety of examples I could cite of things I saw within 
the Bureau of Prisons, particularly at Springfield, that exemplify 
how this happens, but in listening to the testimony given by the 
inmates today, I found that it evoked in me a very strong recall 
that there is a tremendous amount of suffering on the part of indi- 
viduals, on the part of people who are reallv human beings—even 
though they are incarcerated, they are still human beings—that 
really goes unfelt by a lot of the providers who deal with them, and 
certainly goes unexperienced by people who are not the next-of-kin 
or closely related to these individuals, nor by people who do not 
find themselves in the same setting. 

As I say, I have many examples I could cite, but I do not wish 
to dilute what the inmates themselves have said. I emphasize that 
that sentiment, if not specifically that testimony, be borne in mind 
by the committee in dealing with these issues in the future. 

Lack of compassion is one of the mechanisms by which care is 
commonly denied. I think it's really a gross violation of individuals' 
civil rights. Under certain circumstances, certain physicians, whose 
activities are acknowledged but not controlled, force inmates into 
situations where they are so frustrated by the delivery of care that 
an argument ensues, and subsequent to this they are labeled as 
being uncooperative or belligerent. As a consequence, further care 
to them is denied, often for an indefinite period. 

In order to ensure that the Bureau employs the most competent 
individuals, it's imperative that health care workers be hired by 
physicians, or at least that the decision to deny hiring be made by 
a physician. This is not consistently the case even at this date. 
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Even though the central office has policies in reference to this, they 
are not regularly followed at the institutional level. 

It's also important that the Bureau mandate a minimum level of 
competence for health care providers. One specific aspect of this 
minimum standard should be that all will be certified in advanced 
cardiac life support, which is also known as ACLS, and which is 
the kind of care anyone in this room might receive if they had a 
sudden event leading to the arrival of emergency medical person- 
nel. Obviously, outside ambulances do not readily get into prisons, 
so it is important that the people who respond be able to do so ef- 
fectivelv, and that often is not the case. 

Anotner reason why review mechanisms might be helpful is that 
right now the way the Bureau reacts to possible failures is often 
very arbitrary in initiating reviews and also very arbitrary, or at 
least seemingly arbitral^, in taking actions against health care 
workers who have not lived up to tne standard that the Bureau 
sets. 

One last reason to do this is that right now health care work- 
ers—and I don't think anybodv has emphasized this before, but 
this is really important—health care workers in corrections, be- 
cause of the high influx of individuals with communicable diseases, 
and the one that I think of the most is not HIV but actually tuber- 
culosis, are at significant risk of contracting serious diseases, some 
of them potentially fatal, in the course of their work. I don't think 
anybody should be subjected to this kind of risk in the workplace. 

One of the points made by the Bureau of Prisons regarding their 
attempts to recruit additional staff is that there should be a mecha- 
nism for providing higher salaries to physician candidates and pos- 
sibly to physician assistant candidates. That's absolutely not going 
to be an answer to the problem. I don't think the Government could 
ever compete with what physicians make in the private sector, and 
it overlooks the fact that many people come into the Bureau of 
Prisons as health care workers, and particularly as physicians, for 
vei^ good reasons, and money is really not one of them. 

The committee might consider the possibility that individuals 
have shorter years of service. At the end of such a period of service, 
there may be special and significant benefits awarded to voluntary 
participants. That would certainly eliminate the problem of bum- 
out, wnich after several years is likely to happen to people who 
work in this highly adversarial environment. 

The Public Health Service might consider making tours of duty 
through Bureau of Prisons facilities, and possibly through correc- 
tional facilities at other levels, mandatory for its staff. 

In addition, I strongly support consideration of establishing 
something akin to National Health Service Corps scholarships, but 
making them specific for Bureau of Prisons, or at least correctional, 
service, in a manner analogous to how the Indian Health Service 
currently sets up its scholarship programs. 

Finally—and this reflects directly on the comment made today by 
Director Quinlan and Dr. Moritsugu—it's imperative that people 
coming into health care in corrections receive appropriate training. 
In my experience, what is offered at the Federal Law Enforcement 
"Training Center in Glynco, GA, is fine for correctional purposes, 
but it hardly helps in getting ready for health care delivery in a 
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correctional setting. The Bureau has frequently talked about, but 
never implemented, a special training program for health care pro- 
viders. That really needs to be done. 

Once a person has been trained and is put into the field, they 
need to have good references as to how they should function. That 
reference in the Bureau of Prisons is the Health Services Manual. 
It really needs revision. It is way too long; it is hardly accurate. 

There are other aspects about care that inmates receive that 
warrant more broad-biased discussion, and some of them have al- 
ready been raised. I would like to emphasize the fact that public 
health issues for the community can be addressed in a correctional 
setting. In the Metropolitan Detention Center in Los Angeles, we 
had 30,000 admissions in the last calendar year. Of those people, 
we updated vaccinations in 15,000 adults in 1 year, most of whom 
went back into the community in Los Angeles. We performed com- 
Klete physical examinations on over 5,000 of those individuals, 

lost of those people had had previous contact with the health care 
system, but not in a manner that made them up to date with pre- 
ventive health care measures, and manv of them had never pre- 
viously seen a physician or a dentist at all. 

There are also issues regarding the ri^t to minimum levels of 
care, which are quite well defined within the Bureau of Prisons, 
whose discussion in an open forum would benefit society as a 
whole, given the fact that there are so many people who lack 
health insurance in this country. 

I could go on—the list is rather lengthy—but I will defer to ques- 
tions and answers. Thank you very much. 

Mr. HUGHES. Thank you, Doctor. 
[The prepared statement of Dr. Landucci follows:] 
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SUBCOMMITTEE ON INTELLECTUAL PROPERTY AND JUDICIAL ADMINISTRATION 
HOUSE COMMITTEE ON THE JUDICLUIY 

OVERSIGHT HEARING 
MEDICAL CARE IN THE FEDERAL PRISON 

WRITTEN TESTIMONY OF DANTE LANDUCQ, MD 
FORMER MEDICAL OFHCER, U.S. MEDICAL CENTER FOR FEDERAL PRISONERS, 

SrivINGFicLO, MISSOUAI 
FORMER CHIEF OF HEALTH PROGRAMS, METROPOLITAN DETENTION CENTER, 

LOS ANGELES, CAUFORNL\ 

SUMMARY 

To improve inmate health care, the medianisms for its delivery must be made as similar 
to those present in the community as possible. In order for the Bureau of Prisons (BOP) to 
accomplish this, three areas require improvement: 1) establishing and maintaining a non- 
adversarial relationship between patient and provider; 2) supervision of health care 
delivery by physidans; and 3) implementation of medical quality assurance. An additional 
benefit of the proposed changes would be increased cost-effidency in providing health care 
to this ]X>pulation. 

THE PATIENT-PROVIDER RELATIONSHIP 

Factors impeding the development of an optimal rdattonship indude the following. 

Individuals predisposed to significant criminal activity have a psychological profile which 
incorporates inherent distrust of strangers. For such people, relationships of all sorts are 
difficult to establish. 

Inmates commonly attempt to compensate for loss of freedoms by manifesting a sense of 
entitlement to the delivery of all aspects of medical care. They overlook the fact that 
resources are allocated on the basis of need rather than demand. 

Many prisoners have had little or no exposure to medical services prior to incarceration. 
Their resultant lack of sophistication often leads to the development of unrealistic 
expectations. 

Correctional medicine requires providers to limit access to items normally not so 
controlled in the community. The easiest and most prevalent example is the dispensing of 
shoes other than those of standard issue to inmates. In many fadlities, whether an inmate 
may wear sneakers is a decision made by a health care provider. Such unusual 
circumstances may have good underlying reasons for their existence, but still increase the 
level of friction. 

Another unusual aspect of correctional medicine is the level to which it is regulated by 
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legal concerns. Providers are mandated to deliver varying levds of care, even if the 
patient refuses, further intensifying conflict and distrust. 
Iixevitably, staff will Hnd the prison environment filled with adversity, high pressure, and 
heavy demands. Collectively, these lead to compvatively early "bum-out" of providers, 
making them, too, unable to relate properly to patients. 
nnally, no level of patient confidence can be expected to evolve if health care providers 
are not sufficiently competent to deserve it. 

The following are proposed solutions to these problems. 
Policies mandating that health care providers must act as correctional officers first and 
foremost must be abolished. All employees must be constantly vigilant, but health care 
providers should be regarded as independent professionals. 
The standard of performance expected of each type of provider and in commonly 
encountered situatioi\s needs to be stated explicitly and concisely. This information must 
be widely distributed in an accessible format designed to make it easy to assess whether an 
individuals performance meets the level of expectation. Updates regarding changes in 
policy, public health concerns, court rulings, legislation, etc., must be provided on a regular 
basis. The Health Services Manual, the reference guide currently used by physicians in the 
field, does iu>t meet these needs and should be revised. 
The instructional material used at the Federal Law Enforcement Training Center is only 
partly relevant to the needs of Medical Officers and other providers. A separate course, 
including this pertinent material but focusing on the special aspects of health care delivery 
in the correctional setting, is necessary. At annual gatherings of Chiefs of Health Programs 
this has been identified as a matter of exceptional importattce. Yet, no action has been 
taken by Central Office staff. 
Also needed are mechanisms by which iiunate access to the medical system can be limited 
only to the extent necessary to prevent over-utilization. Abuse of health care resources by 
some inmates leads to diminished quality of care to others, and increases cost. It also 
er\hances the potential for an adversarial perspective to develop on the part of providers. 
On the other hand, education must be provided to inmates explaining what services can be 
reasonably expected and how to best gain access to them. 
The Bureau needs to be afforded whatever resources necessary to provide creative 
incentives to attract medical personi\el. Higher salaries alone are not enough. In fact, 
increases in ntonetary compensation seem only to have attracted more individuals who 
are, at best, marginal in their abilities. This is probably because the earning potential of 
competent physicians is far greater in the private sector than government can ever hope to 
match. Truly qualified candidates whom I have interviewed were looking for other sorts 
of returns. Some of these could be met by limiting the duration of tours of duty. Other 
alternatives include facilitating transfer into other government agencies.  Combining this 
with a program of mandatory tours of duty for Commissioned Corps personnel might 
benefit both the BOP and the Public Health Service, which face siinilar recruitment 
problems.  Likewise, progressive arrangements with the Department of Veterans Affairs 
could also prove mutually beneficial. 
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Another way to enhance recruitment would be to implement a scholarship program with 
a service obligation.  While the experience with the National Health Service Corps 
Scholarship Program has been less than optimal, there is a simple way for the BOP to 
avoid the same problems. Limiting the scope of the program, as has been doi\e by the 
Indian Health Service and, to a greater extent, the Department of Defense, would lead to a 
greater rate of successful completion of obligations. By its own projections, the BOP 
requires less than 200 full time Medical Officers. Careful rotation of awards should make 
it possible to fill a significant portion of these positions with scholars serving for two to 
four years. 
The hiring of practitioners through a such sdtolarship program would attract providers 
recently out of training. While they may lack experience, they would introduce a high 
level of expertise reflecting the latest developments in medical practice. 
All hiring of health care staff should be under the control of a physician. Contrary to 
existing policy to this effect, this is still not always the practice within the Bureau. 

THE ADMINISTRATION OF CORRECTIONAL MEDICAL SERVICES 

Administrative factors adversely affecting the performance of health care providers 
include the following. 
Health Services Administrators (HSAs) are not required to have training specific to the 
field of health care administration. Presoitly, positions are almost exclusively filled by 
individuals who have experience only as Physidan Assistants, often gained strictly within 
the BOP. 
HSAs are not required to demonstrate competence in ordinary bookkeeping, accounting, 
nor comptrollership. Despite this, they are given oversight of budgets of hundreds of 
thousands of dollars. 
HSAs are given a level of responsibility exactly equal to that of the Chief of Health 
Programs (CHP), the highest ranking physician in an institution. By granting them 
exclusive supervisory authority over the majority of department staff , and because they 
unilaterally control the expendittire of funds, HSAs often impede medical decisions solely 
on administrative grounds. 
Health care personnel are subordinate to Associate Wardens and Wardens, who are never 
medical personnel. Therefore, conflicts between HSAs and Medical Officers are arbitrated 
by individuals who have less than a thorough understanding of the issues involved. 
Because physicians do not rise through the ranks, and receive salaries which are higher 
than those of their supervisors, there is often resentment and bias against them. 
The budget and staffing of Health Services Departments at all institutions are determined 
by the Warden and Associate Wardens. Despite an established standard for staffing based 
on the workload , most departments function with significant personnel shortages.  While 
this sometimes reflects an inability to recruit adequate candidates, more often it is due to 
an administrative failure to designate the proscribed number of positions. 
Due to inadequate staffing patterns, providers, including physicians, are expected to do at 
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least some of their own clerical tasks, such as typing and locating or filing medical records. 

The following are proposed solutions to these problems. 
Training in all facets of health care administration and small business finance and 
management should be mandatory for all applicants and HSAs. The problem is so severe 
that it must be addressed as an immediate priority.  Furthermore, the Bureau must look 
outside its own instructional resources.  There are numerous private programs in these 
areas which exceed what can be provided by the BOP. 
Effective health care delivery results from having its planning, coordination, and 
supervision controlled by a physidan. Optimal productivity cannot be achieved when staff 
work lor two sufxervisors. Therefore, HSAs, and all other department staff, must be 
subordinate to the Chiefs of Health Programs. This type of structure has been repeatedly 
shown to be effective in other settings. 
The CHP should be directiy subordinate to the Assistant Director, Health Services Divisk>n 
(Medical Director), a position which is always filled by a physician. 
The Medical Director must have control of the distribution of funds and positions to the 
Health Services Department at all institutions. 
More attention must be given to hiring clerical support staff, despite the long-standing 
resistance to this change by Wardens and Associate Wardens. 

MEDICAL QUALITY ASSURANCl! 

The arguments favoring Medical Quality Asstvance (MQA) are probably well known. 
Still, some aspects of these practices deserve emphasis, as they relate specifically to 
improving correctional health care delivery. 
Current reviews, as conducted by the American Correctional Association and the Bureau 
itself, do not focus on the health care of the individual. Areas that are examined relate to 
the needs of groups, such as female inmates, and overall safety of individuals, including 
staff, who enter the department. While credentials are reviewed to insure they are 
legitimate and up-to-date, providers are not regularly assessed with regard to competence, 
training, or past practices. 
When individual review has occurred, it has often been prompted by catastrophe, rather 
than served as a preventive measure.   Fiuthermore, actions which have been taken often 
appear arbitrary and harsh. As a consequence, staff have developed a fear of MQA 
Without MQA, the Bureau can never be sure of what level of health care is being 
provided. As an example, data have been collected on the rate of HIV seropositivity 
among inmates. Yet, there is no knowledge of how accurate the contract laboratory is; 
errors in testing have only been found incidentally. This data has been represented as 
accurate to oversight and public health agencies, such as Congress and the Centers for 
Disease Control, while internally it has been acknowledged that the reporting error may be 
as great as 300%. 
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On the individual level, such errors cause care to be misdirected. There are also significant 
monetary costs incurred in settling the resultant personal injury claims. On a broader 
scale, misdirected policies and legislation may be the result. 

roNausioNS 

Based on my experience, it seems reasonable to conclude that, for the vast majority of 
inmates, the Btireau of Prisons provides adequate medical care. Unfortimately, there are 
no adequate data on which to base this judgement. More important, when failures occur, 
they tend to be catastrophic. These events occur despite the very good intentions of both 
Central Office and institutional staff. 

An additional, substantial factor which impedes better performance, is the scope of 
problems inherited by the current administration.  Prior to the appointment of J. Michael 
Quinlan and Dr. Kenneth Moritsugu, little attention was paid to practicing medicine 
within BOP facilities at a standard equivalent to what was available in the community. 
The competence of health services personnel was not considered important.  Thus, the 
Bureau trained many of its own Physician Assistants without regard to competence nor 
outcome. HSAs have not been at all prepared for their roles. Physicians who sought 
haven from their own acts of malpractice in the private sector seem to have been hired 
regularly without any awareness of their past actions. 

While many of the corrupt Medical Officers have been weeded out, most of this old guard 
of HSAs remains. This fact alone should give greater strength to the need to restructure 
the hierarchy of health services staff as projxised above. But it bears emphasizing that 
much of the Bureau is still a "good ol' boy" organization. If newly recruited physicians, 
who are often viewed with suspicion as outsiders, are to be at all effective in administering 
medical care, they must be allowed to practice in accordance with professionally accepted 
standards. 

In this regard, special attention needs to be focused on the U.S. Medical Center for Federal 
Prisoners in Springfield, Missouri.  In this enclave, free from serious professional scrutiny, 
physicians have been able to construct and maintain an environment designed for their 
own comfort; patient care has been a secondary concern. 

There have been some improvements in the situation at Springfield, due in part to the 
recent turn-over in physician staff.  These changes have also been the result of the actions 
of Central Office staff and non-medical administration of the facility, and the persistent 
good will and professional demeanor of the rest of the healA care providers. However, I 
remain convinced that much more needs to be done.  Increasing the level of outside 
scrutiny, including intervention by this Subcommittee, would expedite change at the 
Springfield facility. 

There is widespread utility for certain aspects of health care practices as implemented 
within the Bureau. 

Its policies mandate regular attention to public health measures, based on the established 
great benefits of prophylaxis and prevention.  Specific areas where the commvmity 
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significantly benefits from money spent on the health care of detainees include: 
education about and screening for AIDS and sexually transmitted diseases; 
education about and rehabilitation for substance abuse; 
first time immunization against childhood diseases, administering adult boosters 

and vaccines against annual epidemic infections such as Influenza. 
Due to supervision by the courts on the issues of dvil and human rights, concepts 
regarding consent for treatment are far more developed within correctional settings than is 
generally the case in the private sector. This is especially true of matters relating to mental 
health care. 
In studying the concerns of sodety. Congress cannot overlook that the BOP has the fastest 
growing budget of any government agency. Of this, the Health Services Division is the 
fastest growing part. Thus, the cost per capita of health care delivery to inmates is 
increasing extremely rapidly. There should be discussion as to when the burden may 
exceed the benefit. When does society gain less than it pays for incarceration of 
individuals, especially given the iiubility of so many free Americans to have assured 
access to medical care? 
in this vein, is society really reaping the purported benefits of jailing such a large portion 
of its population? Many claims are made, but the objective data does not support the fact 
that aggressive criminal prosecution and punishment has made our streets any safer. 
Even if thse had been an improvement, what has been the cost per unit?  Are there less 
expensive ways of attaiiung the same result? There is a growing sense that our current 
course of action may actually be making the situation worse. 

62-519 0-93-5 
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Mr. HUGHES. Dr. Landucci, you spent almost 3 years at Spring- 
field? 

Dr. LANDUCCI. Yes, I did. 
Mr. HUGHES. OK There's been a lot of criticism of the medical 

staff at Springfield. I wonder if you can give us your observations 
on the caliber of the staff insofar as licensed, unlicensed, com- 
petent, not so competent, caring, not so caring? And you can be as 
specific as you want to be. 

Dr. LANDUCCI. I would like to offer clarification regarding a com- 
ment made. Licensure requirements for physicians in the Bureau 
of Prisons, as far as I know, are now uniform. The absence of a re- 
quirement that physicians oe licensed by the State in which they 
are practicing does not mean tiiat those individuals are exempt 
from meeting the requirements of the State that issues their li- 
cense. For example, I have practiced with the Federal Government 
for years and am licensed solely in California and Utah, but I 
worked in Springfield, MO. I was required to meet all the licensure 
requirements that California and Utah had when I renewed my li- 
cense. 

With regard to Springfield. I think that the most accurate thing 
to say about that facility is that it represents a specifically greater 
level of problems than health care delivery jmywhere else in the 
Bureau of Prisons, as far as I can detect. I have been in Rochester 
on a few occasions for relatively short visits, that were related to 
delivering patients who required acute medical or psychiatric inter- 
vention. I have a good sense of how that facility works. I've had the 
opportunity to see many patients who come to me from Butner, Ft 
Worth, and Terminal Island. In reviewing their medical records, I 
have found no evidence of any greater level of problems than are 
encountered elsewhere in the Bureau of Prisons. But, I would say 
that, certainly from my experience, and probably continuing to the 
present, Sprinefield represents a much greater problem in health 
care delivery tnan any place else in the Bureau. 

My  
Mr. HUGHES. Why is that? 
Dr. LANDUCCI. It was attested to earlier by the inmates. It really 

relates to the fact that the physician staff at Springfield is hardly 
Srogressive. They have fought tooth and claw to prevent the intro- 

uction of medical quality assurance, the introduction of cost con- 
tainment measures. They have attempted to set themselves up in 
an environment in which they can deliver health care in the most 
comfortable manner to them. 

When I first arrived at Springfield and I was interviewing for the 
position there, I was taken on rounds by one of the internists work- 
ing there. We walked into a ward where there must have been at 
least 12 patients, maybe 15, maybe even 20, and we did not stay 
in that room 10 minutes. Yet, that constituted daily rounds for 
each of those individuals. 

Not one of the patients was examined. I don't think that any of 
the patients was even interviewed sufficiently to obtain any signifi- 
cant medical information about them. The whole idea was to enter 
and leave as quickly as possible, to entertain as few medical issues 
as possible. 

Mr. HUGHES. That was on your first round? 
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Dr. LANDUCCI. That was the very first time I went there. 
Mr. HUGHES. And, was that your experience throughout your 

8t^? 
Dr. LANDUCCI. Consistently, I would have to say that some of the 

physicians performed at that level. I would say, in addition, one of 
the physicians on staff refused to admit patients who had signifi- 
cant levels of illness because he wanted to keep his census down 
and also he wanted to avoid having to work excessively hard. 

Other manifestations of this, I was once surprised—I knew this 
was happening, but I was once surprised to have it, frankly, admit- 
ted to me—that patients at Springfield were not discharged in a 
timely manner in an attempt to prevent incoming admissions from 
arriving from other parts of the Bureau, thereby controlling the 
level of work. 

And, this was at a time when the level of health care in the Bu- 
reau was increasing quite rapidly because of an influx of greater 
numbers of patients and, among those patients, more and more of 
them had serious diseases. 

Mr. HUGHES. Was that the practice and procedure generally or 
were they isolated cases involving specific practitioners? 

Dr. LAINDUCCI. I would have to say that it involved specific prac- 
titioners. I think that the impression conveyed by at least some of 
the inmates who testified was that practitioners who were rel- 
atively recently out of medical training, specifically the people that 
I worked with who were National Health Service Corps obligated 
scholars, continued to perform at a quite high level of expertise. 
Most of these people were receptive to the introduction of medical 
Quality assurance issues. Most of these people worked very, very 
diligently. 

Another case in point where you can get a feeling for the dispar- 
ity in the level of care. The institution at Springfield I believe still 
has this policy; I'm not sure. But, at least when I was there, the 
call for the entire institution would be taken by one individual, one 
individual physician, each night—not a big problem because a lot 
of the patients there really are there for chronic care purposes. 
But, they would have psycniatrists covering surgical ana medical 
ttatients or surgeons covering psychiatric patients. There's a prob- 
em there because people are really crossing over into areas of ex- 

pertise which are significantly different. 
Mr. HUGHES. Who approved that? I mean, that has to be ap- 

proved by the director of the medical facilities? 
Dr. LANDUCCI. It was approved by the chief of health programs 

at that facility. 
Mr. HUGHES. HOW can you have that practice and procedure in 

a facility such as Springfield and not have those responsible for the 
operation of the facility not aware of it? 

Dr. LANDUCCI. I think, not to cast an indictment against the peo- 
ple who operate the facility—and, by that, I assume you mean the 
warden and the associate warden—I think that they were, in fact, 
aware that there might be a problem with this practice, but 
they  

Mr. HUGHES. NO, no, not necessarily the warden, not necessarily 
the warden and the associate warden, but those responsible for op- 
erating the medical facility, the director of the facility, for instance. 
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Dr. LANDUCCI. But, this was the policy of the person responsible 
for directing the medical facility. 

Mr. HUGHES. I see. 
Dr. LANDUCCI. That's the chief of health programs. That's the 

highest ranking physician at the institution. 
Mr. HUGHES. I see. So, the policy was set by the director of the 

facility? 
Dr. LANDUCCI. Absolutely. And, just to finish, so you'll under- 

stand what level of difference there was between the care provided 
by, say, the career medical officers and the transient, younger staff 
in the National Health Service Corps. After a very short period of 
time the National Health Service Corps people set up tneir own 
call schedule and would cover their patients on a much more fre- 
quent basis, simply because they wanted to make sure that their 
patients received appropriate care. 

The reason why the medical staff chose to have people cross- 
cover in radically different areas of specialization was really be- 
cause it made the call occur far less frequently. 

Mr. HUGHES. I asked some questions today of the Director about 
the line of command, whether or not there was a semiautonomous 
administration in the medical facilities. The answer was that, 
while there may not be a day-to-day accountability, that head- 
quarters, Washington, has frequent contact. Was that your experi- 
ence or were you in a position that you would know? 

Dr. LANDUCCI. Yes, I'm in a position where I would know. As 
chief of health programs in Los Angeles, I frequently found myself 
in situations wnere there were potential conflicts of interest be- 
tween what medical stafT wanted to do and correctional staff 
wished to do. I would say that Ken Moritsu^'s office, the Health 
Services Division central office, functions primarily as a source, a 
reference source for medical stafT; that is, to call them to get infor- 
mation. But, you can rarely count on being able to call mem and 
get resolution of a problem. 

The reason for it is that the office has comparatively little au- 
thority for the level of responsibility assigned to it. The decisions 
almost invariably were resolved bv wardens at the local level. That, 
again, goes back to the issue that it's not appropriate to have 
nonme£cal staff ultimately making medical decisions, even though 
they may claim to assume responsibility for doing so. It's just not 
appropriate. You cannot guarantee that you will deliver an appro- 
priate level of care to patients consistently. 

Mr. HUGHES. I wonaer, just moving to you. Dr. Thorbum and Dr. 
Greifinger, if you can tell me how the State system differs to what 
has been described as the practices in the Federal system? Let's 
start with the last Question: how much autonomy is there in the 
medical divisions of tne State prison system in Hawaii? 

Dr. THORBURN. OK. I think there are probably 50 different sys- 
tems in the State systems. 

Mr. HUGHES. Let S talk about Hawaii. 
Dr. THORBURN. In Hawaii, health care workers report to me, as 

the medical director. I'm very fortunate in that I have a supportive 
director of the department of public safety with whom I work who 
understands that he doesn't possess great expertise in provision of 
health services and understands that it's important to defer to 
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somebody who does have some knowledge in this area. Therefore, 
he has insisted that—we're actually in the process of reorganizing 
our services now so that it's very clear that I have a direct line of 
authority over all health care staff. There's ready access to me. I'm 
the person who makes the final health care decisions. I'm the one 
who takes on the wardens if there is a conflict; that doesn't have 
to be left to line staff. 

In addition, the major part of the reorganization that's occurring 
right now is I have taken over complete control of the health serv- 
ices budget. Before Uie reorganization, we'd find that, if there was 
an overrun, for example, on guard overtime costs, very often they'd 
dip into the health care budget to pay those excesses. So, that's no 
longer going to be possible because all of that money is going to be 
in my office. 

Mr. HUGHES. How familiar are you with the operation of the Fed- 
eral system? 

Dr. THORBURN. I'm not too familiar with it. 
Mr. HUGHES. OK. What kind of care does Hawaii provide for its 

inmate population? 
Dr. THORBURN. We provide community-centered care for inmate 

population. 
Mr. HUGHES. What does that mean to a layman? 
Dr. THORBURN. Our inmates have access to pretty much what 

they would have in the community. We work very closely with our 
health department to develop public health pro^^ms. We do a lot 
of screening. We do regular vaccination campaigns for preventive 
health. The level of dental services that our inmates get is ex- 
tremely good. Dental health is a m^or need. 

Mr. HUGHES. Do you have problems recruiting health care  
Dr. THORBURN. Recruitment is a constant function that I under- 

take. 
Mr. HUGHES. DO you have vacancies in your system? 
Dr. THORBURN. Yes. 
Mr. HUGHES. What percentage of vacancies? 
Dr. THORBURN. We're running at about a 10-percent vacancy  
Mr. HUGHES. HOW about you. Dr. Greifinger? 
Dr. GREIKINGER. Twenty. 
Mr. HUGHES. About 20 percent? Do you have a problem also re- 

cruiting? 
Dr. GREIFINGER. Yes, we do. 
Mr. HUGHES. For all the same reasons the Federal Bureau of 

Prisons has problems recruiting, I presume? 
Dr. GREIFINGER. Yes. 
Mr. HUGHES. What do you pay, let's say, an orthopedic surgeon? 
Dr. GREIFINGER. New York State has one title called physician 

II, and the range for that runs between $78,000 and $93,000 a 
year. 

Mr. HUGHES. Not very much, is it? 
HOW about you. Doctor? What do you pay in Hawaii? 
Dr. THORBURN. Our pay is terrible, and I've had to do a lot of 

creative schemes to bring it up to some level where it's comparable 
to the community. Our physician II, the established printed salary 
is about $50,000 a year. With some creative schemes, I've gotten 
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that up to $72,000 a year, and that hardly meets the cost of living 
in Hawaii. 

Mr. HUGHES. Not very much, is it, in that tough environment? 
You may have heard—in fact, I think that one of you on the 

panel alluded to a pilot program to deal with the inappropriate use 
of medical care. What comments do you have about tnat? Ms. Alex- 
ander. 

Ms. Al>KXANi)KK. I think this is, for all the reasons that the com- 
mittee has heard today, perhaps one of the most critical issues that 
the Bureau of Prisons needs to address immediately. It has not had 
a system in place to assure that prisoners routinely receive a basic 
level of care. 

I believe that the doctors on the panel would be far better able 
to address the specifics of how such a care system would work. 

Mr. HuGHKS. But, you can see there's a problem? 
Ms. AiJCXANDKK. Yes. 
Mr. HuGHKS. There's a problem. It must be very difficult not to 

get burned out. You have to work at it constantly. I think the sug- 
gestion of peer conversation and consultation among caseworkers 
and health care providers discussing particular problem cases, is a 
good suggestion. However, it's a problem. How do you deal with 
that? I mean, how do you deal with a problem where 10 percent, 
10 to 15 percent, of the prison population on a given day is seeking 
care—for the reasons that they want to get out of work, because 
they want someone to talk to? 

You probably could argue that many of them have psychological/ 
psychiatric problems, and that's the reason in some instances 
they're seeking that medical care, but there is, unquestionably, a 
migor problem in dealing with people that don't really need atten- 
tion but who are coming or asking for another consultation after 
being there the previous day or the previous week. 

Ms. AIJ':XANDI!;K. Mr. Chairman, if I could (Mint out several 
things that perhaps are some points that could be made in re- 
sponse to that: first, I think Dr. Landucci's suggestion that the way 
to work on the vacancies is by expanding the public health scholars 
programs and things of that nature, that's a wonderful suggestion 
and I think it's fully appropriate. 

Mr. HuGHKS. That's an excellent suggestion, but it doesn't get at 
the root problem. That will assist us perhaps in identifying addi- 
tional health care professionals  

Ms. AlJCXANDKR. Yes. 
Mr. HuGHl<:s Icontinuingl. For the system. Part of it is probably 

the system strain, because we don't have enough phvsicians actu- 
ally operating within the system. But, dealing with tne problem of 
malingering is a different problem. 

Ms. AiJ<:xANl)KK. I think to look at it as malingering is to see the 
problem in a light that doesn't reflect all of its aspects. When pris- 
oners in a system feel that there is a system in place that responds 
to their needs, then they're not going to keep showing up. One of 
the things that may be reflected in tne statistics that the Bureau 
is reporting is the prisoner who goes in today and doesn't have an 
appropriate response to his or her complaint and, therefore, comes 
back tomorrow and the next day and the next day, because there's 
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needs to be done. 

If there is a system in place that reaches out to give appropriate 
healtJi care, then that level of attempts to get access to tne system 
is not going to occur. What you're seeing in this rate is in part a 
symptom of what's wrong with the organization of the Bureau of 
Prisons health care. 

On a somewhat related point, I'd also like to suggest that the 
ftroblem is prisoners' perception that they don't have community- 
evel care, and that is a very deeply rooted perception of prisoners 

in the Bureau of Prisons. To the extent that the Bureau relies on 
what truly is community health care, relies on care in the commu- 
nity, those perceptions will be addressed. I think it also would be 
an economical way for the Bureau to provide health care, and it 
would provide better health care. 

Mr. HUGH(':s. Let me just break right there because that's a vote 
that I'm going to have to run to catch. We're going to recess for 
about 10 minutes. 

[Recess.] 
Mr. HUGHKS. The subcommittee will come to order. 
Ms. Alexander, I'm a little bit confused about something. If I un- 

derstand you correctly, you're suggesting that because the health 
care facilities are not responding to the inmates, that that encour- 
ages them to continue to look for other ways to get care? Did I hear 
that correctly? 

Ms. ALEXANDKR. Well, if I could try to clarify a bit. One thing 
that might be inflating tne statistics that the Bureau was reporting 
is that if Joe Smith signs up on Monday and requests that some- 
thing be done about his cough and nothing happens and he isn't 
examined or diagnosed, it seems more likely one of the things that 
could happen is that Joe Smith could show up on Tuesday, on 
Wednesday, on Thursday, and so forth, because Joe Smith is still 
concerned about his cough. 

Mr. HuGHKS. Do you have anything to support that or is that 
just a speculation on your part? 

Ms. ALh:XANi)i!:R. I think it's based on my experience in this field. 
I don't know how one would design something to test that statis- 
ticallv. 

I think the other thing that I would suggest—and I'm certain 
that Dr. Thorbum could address this mucn more systematically 
than I could—is that if you have a health system that's appro- 
priately set up to reach out and meet the health needs of the pris- 
oners, you're not going to see that level of prisoners showing up to 
sick call. I think that Dr. Thorbum could  

Mr. HuGHKS. Well, maybe you can help us with that. I suppose 
you see the same thing in the State system. You have a certain 
amount of inmates faking their symptoms, for one reason or an- 
other, to gain access to the infirmary or the medical care facility. 

Dr. THORBURN. Our system is used more than—I mean, this pop- 
ulation in our system uses health services more than they are 
using them in the community. I don't characterize it as overuse. 

I'd also like to emphasize that this usage is not due the majority 
of the times to malingerers. Malingerers are far and away the mi- 
nority of patients whom we see. Yes, we have malingerers who ma- 
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nipulate the svstem. That's often the characterization of the over- 
use. I mean, that's very oft^n what's thought of prisoner patients, 
is that they're malingerers, but it's rare that we see true malinger- 
ing going on. 

If we need to give it a behavioral characterization, it's perhaps 
hypochondria, but I think it's more a fear that they're not going to 
get the care that they need and it's a testing of the system. I think 
that the requirement is to change the system so that they know 
they can access the svstem when thev need it. 

I saw in Hawaii—I've been there for 4 years. When I arrived, we 
had a system with tremendous barriers to services; that is, all the 
health professionals sat in the medical unit, weren't ever out 
among the population, and it was verv hard for the population to 
get to the medical unit for care. The demands on the system were 
tremendous. 

I went in and I sat down with the staff and I said, Tou guys 
are going to get out among the inmates. We're going to go out and 
we're going to deliver some of the services out there. You're going 
to be visible. And, what's going to happen, there are going to be 
a lot more demands at first and then you're going to see the usage 
Si down," and that's, in fact, what happened in our system. Once 

e health professionals were out there visible and accessible, the 
usage rates actually went down. 

I also think that the point was made that we have to approach 
our patients with compassion, understand that if somebody is com- 
ing to us complaining, it's because they are in anguish; they are 
stmering. We nave to try to understana. It may not be something 
physical that I can see objectively. I'm an internist, so I look for 
Physical illness, but I have to understand that they're coming to me 

ecause there is some suffering. I have to deal with that swfering 
in order for the patient to go away satisfied and not to come back 
again. 

Mr. HUGHKS. Dr. Greifinger. 
Dr. GREIFINGER. Mr. Chairman, I believe there are several issues 

that need to be considered when one counts the way we heard 
counting. In New York, likewise, we have many visits. We have an 
average of 33 visits per inmate per year. But, the counting needs 
to be considered in context. 

If you or I go to our medicine cabinet for an aspirin or an ant- 
acid, we don't need to consult a nurse; an inmate does. That counts 
as a visit. Likewise, if we go see our physician and the physician 
sends us to the laboratory the next day for some tests, it counts 
as one physician visit. But, an inmate will see the physician, come 
back the next day to have blood drawn, and that counts as two vis- 
its. So, it's really a matter of counting which inflates the numbers. 

Second, the matter of insecurity and testing that Dr. Thorbum 
mentions—and I think that's very important, and that's one area 
where I believe we can do a lot with attention to prevention and 
primary care and building an ambience which is as therapeutic as 
can be in an adversarial system. 

Third, and something I believe is very important, is that correc- 
tional authorities have medicalized problems which are not medical 
problems. If an inmate finds himself uncomfortable in the shoes 
that he's wearing, they say. well, go to the doctor. The doctor then 
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inmate wants skin creams or showers more frequently than might 
be allotted in a facility that is antiquated and might offer showers, 
let's say, two times a week, and the inmate wants to take more 
showers, the answer is, well, go to the doctor, only if the doctor pre- 
scribes it. Clippers for beards, certainly inmates get in-grown hairs 
and find if they use razors, the standard issue razor, it's inflam- 
matory to their skin, and they'd like permission to use clippers. 
That's something that's medicalized that wouldn't normally be 
medicalized outside. 

Mr. HUGHKS. Well, that's very helpful. I hadn't thought of that 
particular perspective as far as how you count and the need to go 
to a physician for a whole host of things that ordinarily you would 
just do automatically in your own household. 

Let me ask you, Ms. Alexander—much of your testimony was di- 
rected to the Springfield, MO, facility. Do I take it that you believe 
that most of the problems you've seen are at the Springfield facil- 
ity? 

Ms. ALKXANDKR. Mr. Chairman, I think one would have to add 
to that very specifically the problems with the transport system 
and the delivery of medication. 

Mr. HuGHKS. Just talking about facilities, not the transportation. 
Ms. AlJCXANDER. All right. I am not in a position to differ with 

Dr. Landucci. I don't know a great deal about the facilities other 
than Springfield, but what I know about Springfield is certainly 
consistent with what Dr. Landucci said. 

Mr. HUGHES. Well, Dr. Landucci, he can speak for himself, but 
I think he would suggest—and you can answer—^that the facility in 
LA, where he worked for several years, was a fine facility. They 
rendered good care. Am I correct. Doctor? 

Dr. LANDUCCI. Yes. 
Mr. HUGHES. Of course, he was the chief medical programmer 

there. 
[Laughter.] 
Ms. ALEXANDER. I have no reason to disagree with that testi- 

mony. 
Mr. HUGHES. My perception is that the overall care at the Fed- 

eral facilities is fairly good, and I've been to a number of facilities 
and I continue to go to new facilities. I look at the medical care, 
in addition to other things, at these facilities. 

It seems to me that we've identified some problem areas that we 
need to examine more closely, but they fall into a number of dif- 
ferent categories. The States have the same problem in recruiting. 
That's a mtyor problem. 

The cost problem is out of hand because we're having to contract 
out more and more services. Delays in treatment might be attrib- 
uted to a number of reasons. A significant factor mig^t be that re- 
sources are strained at facilities like Springfield. 'They have one 
psychiatrist when they need seven, for instance, or they have two 
in place but five vacancies. 

"The psychiatric and psychological problems are serious in all the 
systems. So, when you re short five psychiatrists, it's got to put a 
strain on those who you have led. It doesn't take long for burnout 
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to occur for those who are left. That might account for some of the 
problems that we've experienced. I'm not excusing it. 

Some of the problems that we've seen is attempting to get to pa- 
tients. One of the complaints I heard over and over again from the 
inmates and from others, anecdotal in nature, is that it takes too 
long for medical staff to get to a problem, and then the problem be- 
come more acute, more costly, more serious. But, again, part of 
that perhaps is because of strained resources resulting in not 
enou^ health care providers rendering the service. As a result, at- 
tempts are made to find others that are not qualified to provide 
many of the services. 

Ms. AlJ':XANi)KR. Mr. Chairman, I would suggest that perhaps 
one appropriate response that the Bureau did not take at Spring- 
field with regard to the psychiatric program that it should have 
taken is that if it can't staff, which apparently it can't, over a pro- 
longed period an adequate psychiatric program, it should be plac- 
ing its psychiatric patients in the community. 

There's no excuse for the level of vacancies that's existed for 
some time at Springfield. Director Quinlan has a marvelous reputa- 
tion in the field of corrections and I have great respect for him as 
a professional, but health care is simply not an area in which the 
Bureau of Prisons has its normal reputation. This is a serious prob- 
lem area. We've just scratched the surface on the level of concerns 
that exist about that system. 

Mr. HUGHKS. Let me take you back, if I might, Dr. Landucci, to 
Springfield for just a minute. Who is actually making the decisions 
there insofar as the day-to-day operation of that facility, or when 
you were there who was making tnose decisions? 

Dr. LANDUCCI. In general, those decisions are made—well, there's 
really not an organized way by which they're made. I mean, some 
decisions are made by individuals. If it turns out to be a slightly 
larger level problem, then they might be made at the departmental 
level. Although, when you speak of departments at Springfield, 
they really don't function at any level above just being designations 
for what kind of medicine will practice. Most departments, when I 
was there, were not meeting on a regular basis. They were not set- 
ting policy for themselves. 

So, often problems would be pushed up to the level of the chief 
of health programs, and occasionally that would result in the prob- 
lem or the issue being discussed at a medical staff meeting but, 
more likely than not, the chief of health programs would simply 
make the aecision by him or herself 

Mr. HuGHKS. Were there regular staff meetings? 
Dr. LANDUCCI. There were regular medical staff meetings, 

yes  
Mr. HUOHF:S. Does the medical director participate in those? 
Dr. LANDUCCI. Yes. 
Mr. HUGHKS. How about the warden or deputy warden? 
Dr. LANDUCCI. NO. That was an interesting thing, in that shortly 

after I arrived there, the medical staff closed the meetings to all 
nonphysicians. I mean, the pharmacist could not come, the nurses 
could not come, certainly no nonmedical staff could come to these 
meetings. 
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Mr. HuGHl<:s. Was there any input, any systematic input, by 
other practitioners, nurses  

Dr. LANDUCCI. The chief of health programs would take the infor- 
mation from the staff meetings, the medical staff meetings, and 
disseminate it to appropriate people, but that was not a reliable 
mechanism. I mean, it was often decided that would be done, but 
he acted as an individual with an individual agenda. So, it was not 
always that such matters would be discussed with all the involved 
parties. 

I should also point out that some of the decisions were made by 
the warden or the associate warden and passed down to the medi- 
cal staff. If they felt that it was necessary to deal with an area that 
was being ignored or overrule something that was being done by 
the medical staff, then it was taken on by them. 

Mr. HUGHKS. Did the physician assistants participate in those 
medical meetings? 

Dr. LANDUCCI. Not ever that I can recall. 
Mr. HuGHKS. Were there any organized meetings of the physi- 

cian assistants? 
Dr. LANDUCCI. In Springfield, the physician assistants operate in 

the—at that time I believe it was called the outpatient care depart- 
ment, and they were overseen by the person, the physician who 
was in charge of that department. So, they would meet regularly 
with that physician, but not as a department of themselves or as 
a group of themselves. 

Mr. HuGHKS. Did they perform postmortems, autopsies while you 
were at Springfield? 

Dr. LANDUCCI. When I was at Springfield, there was initially no 
policy regarding the performance of autopsies. After I had been at 
Springfield for less than a year—in fact, probably about 6 
months—^there were great restrictions placed on when an autopsy 
could be performed. Ultimately, within a few months of those re- 
strictions being put into effect, the chief of health programs arbi- 
trarily decided that autopsies would cease to be done altogether, no 
matter what the circumstances. 

Mr. HuGHKS. Under any circumstances? 
Dr. LANDUCCI. Exactly. 
Mr. HUGHES. When was that? When was that order put in place, 

if you recall? 
Dr. LANDUCCI. That's just a rough estimate, but I would have say 

it was in the early part, probably February 1988. 
Mr. HuGHKS. And, what was the medical reason for that? 
Dr. LANDUCCI. Well, there was a series of events that led to that 

decision being made. It reflects a lot on how Springfield functions. 
When I first arrived at Springfield, I was at that time the only 

new internist in the department; later I was joined by other staff. 
I'm very aggressive about getting autopsies done on patients who 
die on my services, and continue to do so. There were actually two 
motivating factors that led to a significant discussion of this. One 
of them was that they saw the rate of autopsies being performed 
increasing, and there was resistance on the part of medical staff to 
subject themselves to this kind of scrutiny, in addition to which 
there  was  resistance  from  the  contract  pathology  service  who 
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claimed that there was just too much of a risk in performing autop- 
sies for these patients. 

The restrictions were imposed on performing autopsies, and ulti- 
mately I chose to not declare a patient dead at the institution. The 
policies of the institution required that I do that, which by the fact 
that I didn't do it resulted in the need to implement a Missouri 
State statute which required an autopsy under those cir- 
cumstances. 

When that happened, there were serious repercussions leading 
the chief of health programs to arbitrarily decide that no further 
autopsies would be auuiorized under any circumstances. And, the 
policy regarding who could declare people dead in the institution 
was also changed at that time, so that it was liberalized. 

Mr. HUGHKS. The medical director at Springfield made that deci- 
sion essentially? 

Dr. LANDUCCI. Yes, exactly. ^ 
Mr. HUGHES. Reviewed by headouffrters? 
Dr. LANDUCCI. NO, I don't think that he ever passed it by the 

staff at headquarters. In fact, I'm fairly certain that they were not 
aware that this was done. 

Mr. HUGHES. I think that's all the questions I have. 
Thank you very much. I appreciate your contributions. I apolo- 

fize for the way this was dragged out todav, but we've had a num- 
er of votes and the break forlunch, and tne testimony of the first 

panel went a little longer than anticipated. So, thank you very 
much for your patience and your contributions, particularly you. 
Dr. Thorbum. I Know you've traveled a long distance to be with us, 
and we appreciate it very much. 

Dr. THORBUIW. Thank you. 
Mr. HUGHES. Thank you. 
That concludes the hearing for today. The subcommittee stands 

adjourned. 
[Whereupon, at 4:20 p.m., the subcommittee adjourned, to 

reconvene subject to the call of the Chair.] 
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APPENDIX 1.—LmHi FROM CHAIRMAN WILLIAM J. HUGHES, TO J. 
MICHAEL QUINLAN, DIRECTOR, BUREAU OP PRISONS, AUGUST 1, 1991 

OKI HUNOMm liCONO COMOMCU 

ConjgresB of the Bnited States 
tmu of Hqnttcntatiou 
COMMITTEC ON THE JUDICIARY 

213t lUnumi HouM Orfta tvnofM 

WUMMtOII. DC 10(lt-«11( 

August  1,   1991 

Mr.   J.   Michael Quinlan 
Oiractor 
Fadaral Bureau of Priaons 
320 First Street 
Washington, DC 30S14 

Dear Mr. Quinlan: 

I would like to thank you for testifying recently before the 
Subcoiuittee on Intellectual Property and Judicial Administration 
and for your extensive assistance arranging for the testiaony of 
the three Federal prison inmates who also teetified on the subject 
of Bedlcal care in the Federal prisons. I recognize the detailed 
arrangeaents that the Bureau of Prisons nade to assist the 
Subcouittee in this regard, and I aa very grateful for your 
support. 

Attached are a series of questions about aedlcal care In the 
Federal priaons that I did not have the opportunity to ask at the 
recent hearing. I would appreciate it if you could provide written 
answers to these questions to place in the record of the 
Subcomittee hearing. In addition, as I nentioned at the hearing, 
X would like to viait both the Springfield and the Rochester 
Federal prison hospitals this year. I also hope to explore further 
a nuBber of questions that arose at the Subcouittee hearing, 
including the need for external review of the Bureau's health care 
systea and the feasibility of providing aedical staff with greater 
autonomy. I look forward to working with you on thess and other 
Batters affecting the Federal prisons. 

Sincerely, 

/ill 
Chairaan 
SubcoBBittee on Intellectual Property 

and Judicial Adainistration 

NJHiat 

Attachaant 

(187) 
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ADDITIONAL Q0E8TI0N8 FOR THB FEDERAL BORBAV OF PRISONS 

1. I understand that there is a wellness progran component to th« 
Bureau's drug treatment programs. Do you have a plan to Institute 
a wellness program for the entire inmate population? 

2. Does the Bureau of Prisons have the authority to releas« 
inmates who are terminally ill and close to death? 

How many Inmates have been given compassionate release over 
the past year, and what kinds of circumstances and illnesses 
did these inmates have? 

3. There are likely to be as many community standards of medical 
care as there are communities in the United States. How does the 
Bureau of Prisons define community standard? 

4. In what ways do you think prison health care differs froa 
health care in a community setting? 

5. Can you describe the kinds of security problems that prisons 
face in providing care for inmates? For example, what are the 
difficulties that medical staff face in treating a Marion inmate 
who may be prone to violence? 

6. What is the basic medical treatment and diagnostic screening 
that all inmates receive, assuming that they never show up at sick 
call? 

7. What is the basic care for women? Does it include a regular 
gynecological examination? 

8. There are certain treatments that I understand the Bureau of 
Prisons to consider outside the scope of required medical care. Do 
you permit inmates, who have the necessary resources, to obtain the 
treatment at no cost to the Bureau? I am thinking, for example, of 
an inmate who nay seek a kidney or heart transplant. 

9. How many deaths have there been at Springfield this year? What 
were the causes of the deaths? What kind of review has the Bureau 
conducted in each of these cases?   How many autopsies were 
performed on patients who died? 

10. Is there a committee of qualified doctors that screens 
applicants to determine whether they meet the Bureau of Prisons' 
standards? 

11. What are the licensing requirements for Bureau physician 
assistants? 

12. How many of the Bureau's doctor's have affiliations with 
teaching hospitals? 
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13. What does your nedical staff racruitmant practice entail? 

14. Have you surveyed nedical professionals in the Bureau of 
Prisons to determine whether there are any aspects of working 
conditions that could be improved? 

15. Has the number of doctors increased in the same proportion as 
the prison population? 

16. Do you have a full time gynecologist on staff at the Lexington 
Federal Correctional Institution? 

17. vnien was the Office of Quality Management established? Could 
you describe its structure and how it investigates cases where 
there is a questionable medical outcome? 

18. What specific plans do you have to incorporate external 
auditors into your quality review program? 

19. Does the Bureau of Prisons have any protocol regarding when a 
patient is seen by a doctor after being seen by a physician 
assistant? 

20. What medicines can a physician assistant prescribe? 

21. A number of health care experts have questioned the approach 
of considering all staff, including doctors and other medical 
professionals as correctional officers first, and health care 
workers second. What exactly does this mean for all staff to b« 
correctional officers, and do you see any benefit to creating • 
clear division between the health care workers and correctional 
officers? 

22. Is the Bureau of Prisons' medical budget independent from the 
rest of the Bureau's operating and administrative budget? Does the 
medical director have ultimate say over the budget, or is it 
controlled by the director of the Bureau? 

23. Has the Bureau of Prisons studied problems with the medical 
transport system, such as transportation of ill prisoners with 
their records or necessary medication? Have you made any changes 
in these procedures in recent years to address concerns that have 
been raised? 

24. What inmates are transported by bus and what inmates are 
transported by airlift? What are the factors that lead to this 
determination? 

25. Please explain the procedure for inmates to file complaints 
about medical care, beginning with the informal process and ending 
with litigation. 
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26. How nany Inmate grievances were filed in 1990? How many of 
these related to medical care? 

27. What are the najor complaints that inmates make regarding 
aedical care? 

28. The recent National Commission on AIDS Report, "HIV Disease in 
Correctional Facilities," recommended that prisons establish HIV 
education programs. Does the Bureau of Prisons have an AIDs 
education plan, and what does this entail? 

29. What are the Bureau's policies regarding disclosure of HIV 
test results to Bureau employees and others outside the prison 
without first obtaining the consent of the prisoner? 

30. Does the Bureau of Prisons allow inmates with AIDS to 
participate in clinical drug trials? 

31. At what stage do you provide inmates who are HIV positive with 
A2T treatment? 

32. vrhat is the Bureau of Prisons policy regarding segregation of 
inmates with AIDs? 

33. It is our understanding that you are reviewing a decision made 
earlier this year not to purchase an acute care hospital in 
Texarkana. What is the status of that review? 

34. If the Bureau got possession of the hospital in Texarkana, how 
would it be used? 

35. Are there unmet medical needs in the Bureau's system that 
could be net by a new prison hospital in Texarkana? 
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AppENDa 2.—LETTER FROM J. MICHAEL QUINLAN, DIRECTOR, BUREAU OF 
PRISONS (WITH ATTACHMENTS), TO CHAIRMAN WILLIAM J. 
HUGHES, SEPTEMBER 16, 1991 

SeptcMwr 16. 1991 

Wlllian 3,  Hughes 
Chairman 
Subconmittee on Intellectual Property 

and Judicial Administration 
Conmittee on the Judiciary 
207 Cannon House office Building 
Washington, D.C.  20515 

Dear Chalman Hughes: 

ThanX you for your letter dated August 1, 1991, and the 
attached questions that follow up on the recent Subcommittee 
hearing regarding health care in the Bureau of Prisons. 

In addition to the questions you pose, during ny testimony, 
I indicated I would provide details on three issues as part of 
our response for the record.  First, you asked for a breakdown of 
physician vacancies in the Bureau of Prisons with psychiatrist 
vacancies being separately identified.  Attachment I gives that 
Information, and is provided to help clarify the record as there 
was conflicting testimony regarding the number of physician 
positions and the number of vacancies. 

You also asked for statistics on our Continuing Professional 
Education Program that show allotments by category, and 
involvement in terms of dollars and numbers of health care 
providers using the funds.  Attachment II provides that 
information. 

Finally, you inquired about our policy on performing 
autopsies.  We perform autopsies in the Interest of practicing 
the highest standard of medicine.  Based on Joint Commission on 
Accreditation of Healthcare Organization standards, we secure as 
high a percentage of autopsies as possible.  We order autopsies 
in the following situations: (1) in the event of a homicide, 
suicide, fatal Illness, accident, or unexplained death in order 
to detect a crime, maintain discipline, protect the health and 
safety of other inmates, remedy official misconduct, or defend 
against civil liability; and (2) if there Is written consent of a 
person authorized to permit the autopsy under the law of the 
applicable State. 



142 

Th« quastlona that you includad with your lattar ara 
raltaratad and answarad In attachaant III. 

I appreclatad tha opportunity to provlda tha Subcoaaittaa 
with inforaation about our health cara dalivary systaa.  Plaaaa 
contact aa if I can ba of any furthar aaaiatanca. 

^Inceraly 

J. Michaal Quinlan 
Diractor 
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Attaohaant I 

Buraau of Prlaona Phyaiolan Staffing Inforaatioa 
On July 1, 1991 

Authorized  Positions 
Catwory       Pogitigns   lillsi        Vagangigg  piii-Ratc 

Non-psych iatr ic 
physicians 123       109        14      89 % 

Paychlatrlata        30        20        10       67 % 

Total physicians     153       129        24       84 % 
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AttmomMnt II 

CoBtlnuiag Prefasaieaal Maeatloa 
Fimda knalyaia for FT l*«l aa of Anguat *, 

Car* 
Provider 
Cateaorv 

Nuaber 
of 

Poaitiona 

Total 
Funda 

Allocated 

Capitation 
Funda 

Per Provider 

Oae 
in 

Huobac 

Da* 
in 

Phyaiclana 135 S 145,305 S 1400 85 63% 

Nuraaa 325 99,349 500 296 91% 

Phyaiclan Aaaiatanta 
(Certified) 

Phyaiclan Aaaiatanta 
(Non-certified) 

Dentlata 

Phamaciata 

Dietltlana 

Hedical Record 
Profeaaional* 

Phyalcal Therapiata 

Health Servlcea 
AdBlnlatration 

Lab Techniciana 

Dental Techniciana 

Radiology Techniciana 

Medical Technologiata 

Social Workera 

Dental Hygleniata 

Dental Aaaiatanta 

139,467 49% 

265 136,524 600 137 52% 

107 67,548 1000 72 67% 

73 24,944 600 42 58% 

a 1,411 500 50% 

104 28,926 350 «5 63% 

6 2,986 450 83% 

1«4 44,451   46 28% 

14 3,082   21% 

10 SCO   10 100% 

10 1,920   20% 

16 1,814   25% 

7 810   14% 

13 1,334   23% 

3 4M — 33* 

Tetala t 700,731* ••• •0% 

^ Due to additional training, auch aa Advanced Cardiac Life Support and 
profeaaional education approved on an individual baala, all of the 
$750,000 in funda allocated for FY 1991 have been apent. 
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Xttaobaant III 

Additional guastiona for tha Tadaral Buraau of Priaona 

1.  I understand that there Is a wellness program component to 
the Bureau's drug treatment programs.  Do you have a plan to 
Institute a wellness program for the entire inmate population? 

Rasponsai 

The comprehensive Inmate Drug Treatment Program is a voluntary 
program in which a participant completes 100 hours of wellness 
training.  The training consists of relapse prevention, anger 
management, fitness management, and stress management.  This 
program is suited for those inmates who hava prior drug-related 
problems. 

He plan to implement a comprehensive health promotion and disease 
prevention program for the entire inmate population. Our 
conceptual design for this program includes initiatives to 
increase inmates' awareness of health risks, testing and 
screening for health problems, aggressive disease prevention 
treatment protocols and individualized regimens, and education on 
positive and healthy decision-making to enhance the quality of 
Inmates' lives. 

He currently operate a number of inmate health promotion programs 
under a "wellness" theme, and we have developed components of 
other programs with wellness specifically in mind.  Because 
wellness is often associated with physical fitness, recreation is 
a major progreun offering to inmates.  Recreation departments at 
our Institutions establish group sports activities and offer 
opportunities for individual fitness programs, as well as leisure 
and hobby craft activities. 

As part of our medical mission, we currently endorse and champion 
the concepts of health promotion and disease prevention under 
more specific services.  Our health care system offers programs 
in preventive health care such as chronic care clinics where 
health education is espoused to inmates with particular medical 
needs.  Our food service program promotes and emphasizes heart 
healthy diets.  He are engaged in nutrition education and provide 
several mediums where inmates are made aware of the nutritional 
value of certain foods. He prepare food using little fat and 
salt and offer alternatives to fried foods.  He encourage inmates 
to make wise dietary choices, and offer fresh fruit and salad 
bars to complement meals. 
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- 2 - 

2.a.  Does the Bureau of Prisons have the authority to release 
Inmates who are terminally ill and close to death? 

Response» 

Under Title 18 U.S.C., section 3582(c), and fron a request 
Initiated by the Bureau of Prisons, a sentencing court can reduce 
an inmate's minimum term of the sentence to time served.  The 
Bureau uses this legal^provision in cases where unusual 
circumstances evolve — circtimstances that could not reasonably 
have been foreseen by the Court at the tine of sentencing.  We 
have used this provision in many cases where an inmate became 
terminally ill. 

2.b.  How many inmates have been given compassionate release over 
the past year, and what kinds of circumstances and illnesses 
did these inmates have? 

Response! 

Seventeen inmates were released on compassionate grounds over the 
past year.  Their illnesses were AIDS, cancer, and heart disease. 

3. There are likely to be as many community standards of medical 
care as there are communities in the United States. How does the 
Bureau of Prisons define community standard? 

Response: 

Because we are a national system, our standard for medical 
services is not defined by the community where a particular 
facility is located.  The level and types of care we provide are 
based on nationally-recognized standards of care and practices 
derived from promulgations by national organizations such «s the 
Department of Health and Human Services, the Centers for Disease 
Control, the American Medical Association, the Joint Commission 
on Accreditation of Healthcare Organizations, and the American 
Correctional Association. 

4. In what ways do you think prison health care differs from 
health care in a community setting? 

RasDonset 

The health care we provide to Federal Inmates differs from care 
provided in the community in five major ways.  First, we provide 
only medically mandatory or medically necessary care.  This 
Includes care without which an inmate might experience 
deterioration of a condition, a reduced chance of recovery, or 
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significant pain or disconfort.  Unless there is a specific 
aedlcal or other indication, we do not routinely provide care 
that nay be nedically acceptable, but not currently necessary, or 
care that is purely cosmetic in nature. 

Second, inmates often attend to their wants, rather than health 
care needs.  There are few costs or disincentives to counter 
overuse of an essentially free system.  Third, inmates do not 
have personal choice regarding the selection of their care 
provider.  Inmates may refuse care, but cannot select their 
provider in the institution. 

Fourth, inmates currently do not incur any financial 
responsibility for their care.  Medical care is provided at the 
expense of the Government.  Finally, the Bureau Is required to 
provide and ensure that certain health screening and Infectious 
disease tests are done irrespective of the inmate's approving of 
the test. 

5. Can you describe the kinds of security problems that prisons 
face in providing care for inmates?  For example, what are the 
difficulties that medical staff face in treating a Marion inmate 
who may be prone to violence? 

All staff are required to ensure compliance with the appropriate 
custodial practices related to the security level of an inmate. 
Some Issues that are addressed when providing medical care to 
high-security or violence-prone Inmates are:  (1) the application 
and removal of restraints for treatment and diagnostic 
procedures, (2) maintaining confidentiality while ensuring there 
are sufficient correctional staff to prevent injury to the care 
provider, and (3) some community facilities will not contract 
with us to provide medical services due to concerns about 
security and safety. 

6. What is the basic medical treatment and diagnostic screening 
that all inmates receive, assuming that they never show up at 
sick call? 

Response1 

Each Inmate will have a complete physical within the first 
30 days of admission to the Bureau.  This includes a medical 
history, physical examination, chest X-ray, dental examination, 
tuberculosis test, blood tests, and serology tests.  The Inmate 
will be re-examined before being placed into specialized work 
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environments such as hlgh-nolse areas or food service.  In 
addition. Inmates under age 50 are offered a biennial physical, 
while inmates over the age of 50 are offered an annual physical. 
Inmates in segregation status or in secure housing units are seen 
in their unit by a physician assistant 7 days a week.  These 
inmates may refuse care, but will at least be visually and 
verbally contacted by a health care provider every day. 

7. What is the basic care for women? Does it include a regular 
gynecological exemlnation? 

ResponseI 

The basic care for women includes all the physical examination 
and screening exams afforded any inmate in the Bureau.  In 
addition, a female inmate will have a gynecological and 
obstetrical history taken, and a pelvic and breast examination 
done.  Laboratory tests are augmented to include a PAP smear, 
gonorrhea culture, vaginal smear for chlamydia, a shielded chest 
X-ray, and a pregnancy test.  We offer measles, mumps, and 
rubella vaccines to all non-pregnant sentenced female inmates of 
childbearing age.  Annual PAP smears, pelvic exams, and breast 
exams are offered according to American College of Obstetrics and 
Gynecology standards.  We also offer annual mammographles to 
women over the age of 50. 

8. There are certain treatments that I understand the Bureau of 
Prisons to consider outside the scope of required medical care. 
Do you permit inmates, who have the necessary resources, to 
obtain the treatment at no cost to the Bureau?  I am thinking, 
for example, of an inmate who may seek a kidney or heart 
transplant. 

Response; 

We will allow an inmate to obtain an organ transplant at personal 
expense as long as:  (1) a transplant is the recommended course 
of treatment, (2) the inmate is shown no special consideration 
over others seeking the organ, and (3) the inmate, his or her 
family, or a third party provider pays all preoperative, 
operative, and postoperative costs, including any costs 
associated with security considerations.  The Medical Director 
must review and approve all requests for transplants. 
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9. How Bany deaths have there been at Springfield this year? 
Hhat were the causes of the deaths? What kind of review has the 
Bureau conducted In each of these cases?  How many autopsies were 
performed on patients who died? 

ResDonset 

There have been 31 deaths at MCFP Springfield so far this year. 
The causes of these deaths are:  cardiorespiratory failure or 
heart disease (11), AIDS or AIDS-related diseases (10), 
cancer (6), liver failure (1), renal failure (1), hepatitis (1), 
and asphyxiation by hanging (1).  In many of these deaths there 
was more than one cause, such as cancer leading to 
cardiopulmonary arrest.  The primary cause Is Indicated above. 
MCFP Springfield physicians other than the treating physician 
conduct extensive reviews on all deaths.  Nine autopsies were 
performed on these 31 cases.  The rate of autopsies at MCFP 
Springfield is lower than the rate at our non-medical referral 
centers because the causes of these deaths are more often 
unquestioned. 

10. Is there a committee of qualified doctors that screens 
applicants to determine whether they meet the Bureau of Prisons' 
standards? 

mtP9BiH 

The Health Services Division's Office of Quality Management 
screens all applicants to determine their qualifications for 
appointment as physicians in the Bureau of Prisons.  The Office 
of Quality Management is headed by a physician who is board- 
certified in medical quality assurance. 

11. Vfhat are the licensing requirements for Bureau physician 
assistants? 

Physician assistants who have training at American Medical 
Association approved schools and physicians who have graduated 
from foreign medical schools are eligible to apply as physician 
assistants in the Bureau of Prisons.  While there are no 
licensing requirements for physician assistants to practice, they 
can only practice under the supervision of a licensed physician, 
and we strongly encourage physician assistant certification. 
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12. How Bany of the Bureau's doctor have affiliations with 
teaching hospitals? 

Ne have 6 physicians who are affiliated with teaching hospitals. 
The following table notes their location and affiliation. 

Institution AtfilifltiPn 

MDC Los Angeles UCIA 
FPC Alderson West Virginia School of Osteopathy 
FCI I/exington Dniversity of Kentucky 
FCI Danbury Danbury COBiiunity Hospital 
FCI Terminal Island Hemorial Hedical Center, Long Beach 
FPC Bryan Texas A&N 

13. What does your medical staff recruitment practice entail? 

RfPP^Btf? 

The Health Services Division's Recruitment Section is involved in 
several activities.  During FY 1991, we set up and staffed a 
recruitment booth at 30 major medical conventions, mailed 200,000 
letters to physicians listed with the American Medical 
Association, and visited several universities to hire health care 
interns.  He track health care position allocations to, and 
vacancies within, our institutions.  He initiate referrals of 
applicants and follow up on their progress with particular 
attention on hard-to-fill positions and locations. 

Our staff follows up on approximately 25 leads each day by phone 
and by letter.  He have coordinated over 200 institution visits 
by interested medical professionals.  He have contacts with the 
Public Health Service and extensively use the Commissioned 
Officer Student Extern and Training Program as a recruitment 
tool. 

14. Have you surveyed medical professionals in the Bureau of 
Prisons to determine whether there are any aspects of working 
conditions that could be improved? 

Response 1 

As part of the efforts of a Staff Retention Hork Group we formed 
last year, we conducted two surveys of our health care providers. 
The results of those surveys indicate primary concern in the 
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araas of facility spaca and equipDent needs, secretarial support, 
and physician back-up services.  We are aggressively addressing 
each of these areas.  Me are surveying all health services units 
to dateraine facility and equipment needs, and will develop plans 
of action for expansion and enhanceaents where indicated.  We 
continue to urge institutions to staff health services to 
established guidelines that include appropriate secretarial 
support.  We also urge institutions to hire two physicians or 
develop back-up contracts with conaunity providers.  Also, we are 
pursuing a pilot substitute physician program for additional 
physician back-up services. 

15. Has the number of doctors Increased in the same proportion 
as the prison population? 

In general, yes.  In 1990, we had 53,000 inmates and 124 
physicians, or a ratio of 1 physician for 427 Inmates. 
In 1991, we have 60,000 Inmates and 129 physicians, or a 
ratio of 1 physician for 465 inmates. 

16. Do you have a full time gynecologist on staff at the 
Lexington Federal Correctional Institution? 

Yes.  Our full-time gynecologist at FCI Lexington is board 
cartified in obstetrics and gynecology. 

17. When was the Office of Quality Management established? 
Could you describe Its structure and how it Investigates cases 
where there is a questionable medical outcome? 

Rftpqntt» 

The Office of Quality Management was established on May 1, 1991, 
and is under the direct supervision of a Senior Deputy Assistant 
Director.  The Office currently has two positions and Is 
responsible for the implementation and oversight of medical 
quality assurance programs. 

All deaths are reviewed by our Quality Management Advisory Group, 
which also serves as the Mortality Review Committee, which 
consists of several senior Bureau physicians and an outside 
expert clinical consultant.  We perform a focused review in tha 
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case of a questionable death or other questionable nedical 
outcome.  Focused reviews are conducted by ad hoc groups of 
senior physicians, health services adninistrators, and 
correctional administrators. 

18. What specific plans do you have to incorporate external 
auditors into your quality review program? 

The Health Services Division has adopted a number of quality 
review programs for continuous improvement of the quality of 
medical care.  External experts serve as panel members on the 
Mortality Review Committee that reviews all inmate deaths, on 
certain focused review committees, in the external peer review 
process, on committees determining clinical practice guidelines, 
and in the external accreditation process through medical center 
accreditation by the Joint Commission on Accreditation of 
Healthcare Organizations. 

19. Does the Bureau of Prisons have any protocol regarding when 
a patient is seen by a doctor after being seen by a physician 
assistant? 

Response: 

While the physician assistant Is usually the first contact person 
for delivery of health care, the physician is ultimately 
responsible for the medical care of each inmate.  A physician is 
available for consultation during sick call.  Inmates who 
specifically request to see a physician may do so, and the 
physician will schedule the inmate for an appointment.  Other 
health services staff may also refer non-emergency visits to the 
physician for more detailed evaluation. 

20. What medicines can a physician assistant prescribe? 

Responset 

The Institution physician completes a qualifications brief and 
privileges statement on all physician assistants delineating 
their scope of practice.  The physician determines any limits to 
the prescribing of medication based on the qualifications and 
experience of the individual physician assistant.  In general, 
medications that are not sold over-the-counter require the review 
and signature by the physician before the medication can be 
initiated or renewed. 
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21.  A numlier of health care experts have questioned the approach 
of considering all staff, including doctors and other medical 
professionals as correctional officers first, and health care 
workers second.  V<hat exactly does this mean for all staff to be 
correctional officers, and do you see any benefit to creating a 
clear division between the health care workers and correctional 
officers? 

R«»i>on»«i 

To consider all employees as correctional workers first and more 
job-specific categorical professionals second means two things. 
First, it means that Bureau employees are not as susceptible to 
the problems of role conflict expressed by some correctional 
systems' employees who see major dissonance in their ability to 
provide care or therapy in a security-intense environment. 
Second, it means all Bureau employees are trained in security 
matters and are required to respond to emergencies.  This is 
reassuring to staff and creates a safer, more secure, and more 
comfortable environment in which to work. 

We see very little benefit to creating a clear division between 
health care workers and correctional officers.  Care providers 
must maintain a continuous intellectual balancing of behavior 
while on the job to determine whether a care or custody role must 
dominate in any specific action or decision.  We feel that, to 
provide quality care in a prison setting, the role of health care 
advocate requires the development of this balance between 
necessary medical care and security considerations.  As with all 
staff, through continuing awareness and sensitivity, health care 
providers must be ever on the alert for Inmate attempts to 
manipulate or breech security through inappropriate use of the 
health care system, while maintaining a professional commitment 
to provide the highest level of care. 

22.  Is the Bureau of Prisons* medical budget independent from 
the rest of the Bureau's operating and administrative budget? 
Does the Medical Director have ultimate say over the budget, or 
is it controlled by the Director of the Bureau? 

Respon«ei 

The medical budget is part of the Bureau's operating budget.  As 
a member of the Executive Staff, the Medical Director has great 
input to the budget; however, the Director makes the final 
decision on budgetary allocations. 



154 

AttaolUMBt   ZII 

- 10 - 

23.  Has the Bureau of Prisons studied problema with the medical 
transport system, such as transportation of 111 prisoners with 
their records or necessary medication? Have you made any changes 
in these procedures in recent years to address concerns that have 
been raised? 

Yes.  He have examined the medical transportation system from 
both an Internal perspective and through an external expert 
evaluation of our health care system.  We have made significant 
recent changes in our administration of patient transportation in 
order to improve efficiency, reduce transportation time, and 
assure appropriate modes of transportation based on a patient's 
clinical status. 

Regarding patient transportation in general, in 1985, we created 
the position of medical designator to address problems associated 
with the appropriate designation of inmates with health problems. 
We formed a medical transportation work group in 1989 to 
specifically address the issue.  One result of that group's 
efforts was the formation of the Office of Medical Designations 
and Transportation.  This Office provides coordination in the 
movement of Inmates with medical problems and is conducting a 
study on medical transportation issues.  The Office was relocated 
to a site adjacent to our Hedical Center for Federal Prisoners in 
Springfield, Missouri in order to better coordinate 
transportation Issues with the U.S. Marshals Service in Oklahoma 
City, Oklahoma. 

This year, the Office was reorganized and retitled the Office of 
Managed Care.  The Managed Care Branch is responsible for the 
coordination of all medical and mental health designations, 
patient transfers, and tracking of placements in community 
hospitals.  The Managed Care Branch arranges air ambulance 
transportation to a Bureau Medical Referral Center or to a 
community hospital when needed.  He are planning to build a 
secure transportation hub facility with medical assets in 
Oklahoma City, Oklahoma, to facilitate the movement of inmate- 
patients.  The U.S. Marshals Service, which provides the air 
transportation, Is also improving their facilities at Oklahoma. 
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24. What Inmates are transported by bus and what inmates are 
transported by airlift? What are the factors that lead to this 
determination? 

Response1 

The institution physician evaluates the condition of each patient 
to be transferred.  If their condition permits, they are 
transported by routine means on Bureau of Prisons' buses or on 
the U.S. Marshals Service aircraft.  If their condition warrants 
immediate transfer, inmates are classified as urgent or emergency 
cases and are moved directly to treatment facilities by either 
air ambulance, air charter, ground ambulance, or Institution 
vehicle.  The factors that determine the mode of transportation 
are the seriousness of the illness, the patient's condition, age, 
length of time before treatment should be implemented, and the 
patient's physical ability to board and deplane aircraft with 
assistance. 

25. Please explain the procedure for inmates to file complaints 
about medical care, beginning with the informal process and 
ending with litigation. 

Inmates may discuss, attempt to resolve, or file a complaint on 
virtually any subject related to their confinement.  The Bureau 
•spouses the accessibility of managers and administrators at all 
levels to handle concerns in a proactive manner.  At a minimum, 
staff from all departments are available every day during the 
afternoon meal.  At this time, inmates can discuss their concerns 
with a member of the health services staff.  Resolution of 
complaints are initiated with the inmate's correctional 
counselor.  If the inmate is not satisfied with the results of 
the Informal resolution, the inmate initiates the formal process 
with the correctional counselor. 

The first level of the formal administrative remedy process 
begins with the Request for Administrative Remedy.  The complaint 
is filed at the institution and the Warden responds to the 
complaint within 15 days.  If not satisfied with the response, an 
Inmate may appeal the institution's decision to the Regional 
Office.  The Regional Office answers within 20 days.  If the 
inmate is not satisfied with the Region's response, he may appeal 
to the Central office. 

The Central Office responds within 30 days and the response Is 
considered the final agency decision.  Once an inmate receives a 
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responsa fron the Central Office, he has exhausted all Internal 
administrative remedy procedures.  The next avenue of redress is 
litigation.  Most courts will decline to address the claim unless 
the Inmate has pursued a complaint through all levels of the 
Bureau's administrative remedy process. 

26. How many Inmate grievances were filed In 19907 How many of 
these related to medical care? 

Response; 

A total of 10,760 grievances were filed at our institutions in 
1990.  Of these, 988 (9.2%) related to medical concerns.  Of the 
original 10,760 grievances filed, 2951 advanced to the Central 
Office through the appeal process.  Of the 2,951 appealed to the 
Central office, 165 (5.5%) related to medical issues. 

27. What are the major complaints that inmates nzOce regarding 
medical care? 

Response1 

The major complaints inmates make regarding medical care are: 
(1) dissatisfaction with specific treatment or dissatisfaction 
with the regimen of evaluation and treatment, (2) demands for 
specific medications or treatments based on desire rather than 
clinical indications, (3) disagreement with the delivery of 
medical care remaining within the Bureau rather than being 
handled by a community consultant, (4) the inability to retain a 
private physician for delivery of health care, and (5) the denial 
of purely elective or cosmetic procedures. 

28. The recent National Commission on AIDS Report, "HIV Disease 
in Correctional Facilities," recommended that prisons establish 
HIV education programs.  Does the Bureau of Prisons have an AIDS 
education plan, and what does this entail? 

Responset 

The Bureau has an HIV/AIDS educational program that emphasizes 
discussions and interactive presentations to supplement our 
videotape presentations and pamphlets.  Education is provided to 
all inmates upon arrival into the prison system and is also 
offered on a quarterly basis.  Employees receive education upon 
initial employment and then yearly during annual refresher 
training. 

Each institution provides inmates and staff with knowledge and 
understanding of the human iamunodefIciency virus, its 
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transBlsslon, and AIDS.  Institutions hav* latitude In 
individualizing their prograas to fit particular language or 
cultural needa.  Nhile we provide soae standardized inforaation 
that Bust be conveyed, local enhanceaents result in presentations 
that are aore responsive to both iaaediate and changing needs. 

29.  What are the Bureau's policies regarding disclosure of HIV 
test results to Bureau eaployees and others outside the prison 
without first obtaining the consent of the prisoner? 

The Bureau stresses confidentiality and only selected staff have 
knowledge of an innate's HIV status.  At the institution, this is 
the Harden, the Clinical Director, and other health care staff 
trtio would be providing counseling.  Prior to release froa prison 
or placeaent in a coanunity correctional center, we alert the 
Unit Manager, the U.S. Probation Officer, and the Bureau's 
Coaaunity Corrections Manager.  These individuals are included in 
the definition of "need to know" because they require the 
inforaation in order to aake appropriate selections regarding 
coaaunity placeaent and follow-up access to aedical care. 

30.  Does the Bureau of Prisons allow inaates with AIDS to 
participate in clinical drug trials? 

Federal inaates aay participate in clinical trials or extended 
access prograas if they are recoaaended for inclusion by their 
institutional physician and if the request is approved by the 
Bureau's Medical Director.  Patients' inclusion in a clinical 
trial is based on their failure to respond to conventional or 
acceptable therapies. 

31. At what stage do you provide Inaates who are HXV positive 
with AZT treatJMnt? 

Inaates who are HIV-positive and have CD4 levels of 500 or less 
•re candidates for AST therapy. 

62-519 0-99-6 
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32. What is th« Buraau of Prlaona policy ragarding aagragation 
of Inaataa with AIDS? 

Inaataa who have AIDS ara uaually houaad in ona of our aadical 
cantara where they receive apeciallzed care.  If their condition 
does not warrant hoapitalization, they reaain at our regular 
institutiona and ara cared for by the reaident aedical ataff. 
Inaataa who are BlV-poeitive or have AIDS are not aegregated nor 
quarantined unlesa they deaonatrata behavior which thraatena the 
health of othara. 

33.  It ia our underatanding that you ara reviewing a deciaion 
Bade earlier thia year not to purchaae an acute care hoapital in 
Taxarkana. What is the status of that review? 

We have been contacted by a representative of the Texarkana 
hospital trtio will provide additional inforaation. When that 
inforaation arrives, we will deteraine if further review is 
necessary. 

34.  If the Bureau got possession of the hospital in Texarkana, 
how would it be used? 

At this tiae, we feel that it would be extreaely difficult to 
aake efficient and affective use of the hospital in Texiorkana. 
This is what proaptad our original decision to decline the 
hoapital'a offer.  The hospital does not aeat aany of the 
criteria the Bureau uses in selecting a aite for a hospital.  It 
doea not have adequate transportation connections, it is not 
suitable for convaraion to a secure facility, there ia not enough 
space to house an inaate work cadre, and the coaaunity lacks 
sufficient aedical resources to provide the support and aervices 
necessary for a aedical referral center. 

3S. Are there unaet aedical needs in the Bureau's systea that 
could be aet by a new prison hospital in Taxarkana? 

Thare are unaat aedical needs in the Bureau; however, they could 
not be aet in a effective and afficiant aannar by the facility la 
Texarkana. 
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Federal Bureau of Prisons 

tlffkr <^mr OnrKr Wnlumttam. DC K)U 

October 10. 1»91 

William J. BughM 
Chalrwn 
Subcoaalctee oo Intellectual Property 

and Judicial Administration 
Ccnmittee on the Judiciary 
207 Cannon House Office Building 
Washington. D.C. 30515 

Dear Chairman Hughes: 

In your iq>ening ccoownts at the July 17 hearing on health 
care in the Bureau of Prisons, you stated that an inmate in the 
Federal Medical Center (FNC) in Lexington, Kentucky recently 
wrote to you abouc her medical condition. This innate stated 
that after over 2 years of medical problems and ccnplaints, she 
ifas diagnosed as having ovarian cancer, and that the cancer had 
spread so extensively that, even with regular cheautherapy 
treatments, she may have less than l year to live. 

We researched the case of Stella Young. Stella Young is a 
65 year old white female who entered our system on December 5, 
1987 as a pretrial detainee at our Metropolitan Correctional 
Center (MCC) in San Diego, California. She had several contacts 
with physician assistants at MCC San Diego primarily for 
arthritis and medication refills, but also for ccn«>laints of 
colds. 

According to her medical record, Mrs. Young received an 
admission screening exam, but did not receive a cooiplete 
admission physical and was only seen by physician assistants 
during her detention at MCC San Diego.  She did have certain 
diagnostic tests performed Including a chest X-ray on DeceodOer 
19, 1988. She had no gynecological cooiplalnts idiile at MCC San 
Diego. Her history indicates that she was a moderate smoker and 
had not availed herself of mammographies, or pelvic exams and the 
associated laboratory tests for 20 years prior to her 
Incarcerat ion. 

Mrs. Young was sentenced and transferred to FMC Lexington on 
January 9, 1989. She received an admission physical on January 
24, 1989.  part of the total adoilssion physical regimen Includes 
referral to the gynecologist for examination. At that time, mc 
Lexington did not have a full-time gynecologist on staff. 
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Mrs. Youn9 waa referred to the consultant gynecologist and 
•chadulad for gynecological evaluation on April 6,   1989.  She 
failed to keep her appointment, and failed to keep a rescheduled 
appointment on April 19. He nade no further atteapt at pursuing 
the gynecological exaaiinatlon. 

In the fall of 1989, after suffering sceie unusual vaginal 
bleeding, she was diagnosed with ovarian and endoaietrlal cancer. 
Specialists fron the miiversity of Kentucky Medical Center 
performed surgery on January 31, 1990. 

Mrs. Young began receiving cheniotherapy treatment following 
the 1990 surgery.  Prior to the cessation of chemotherapy in 
December 1990, recurrence of the cancer was confirmed upon 
readnisaion to the University of Kentucky Medical Center. 
Mrs. Young began a second course of chemotherapy in January 1991 
and continues on that treatment regimen. 

Mrs. Young did not suffer 2 years of problems and cocplaints 
before diagnosis, but rather has undergone approximately 2 years 
of treatments and therapy since diagnosis. Mrs. Young's response 
to chemotherapy has not been good.  In consultation with the 
gynecology and oncology staff at the University of Kentucky 
Medical Center, medical personnel place Mrs. Young's life 
expectancy at less than 1 year. Medical personnel at FMC 
Lexington have reccesMnded and the institution is pursuing a 
reduction In sentence under the provisions of 18 U.S.C. Section 
4205(g). 

I trust this infomatloD elaborates the medical care we 
provided and our current attas^t at an early release In this 
case. Please contact me if I can answer any questions in this 
matter. 

Sincerely, 

/ 

S^cerely.Q  ^ 

J. Michael Qulnlan 
Director 
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APPENDIX 4.—LmsB AND MAGISTBATE'S REFOST AND RECCMIMENDATION 
f«M MARK D. STBESD, ESQ., MESHBESHER k SFENCS, LTD., 
TO   EUZABETH   FOffi,   AsSISTAin'   COUNSEL,   SUBCMOinTEE   ON 
INTEUICTUAL     PBOFERIY     AND     JUDICIAL     AiaONISTRATION, 
SEPTEMBER 10, 1991 

jAMSa   M. OILBSBT* 
JOKH p- CLirroas 

PACl, W. BBMOBTMOM 
PATMICB   a. UOMMt 

MBSHBBSHBR   *   SPBNCB,   LTD. 
MM rA,uu A-VBirits 

MimrBAPOLlB,   MimCBSOTA   BA404 

liEyiT TO Mniit»Afoi.i» oryicB 

MicMABi. c. ajmisa- 
JAMBS A. WSLLKBR 

otAKtBL c- ooamuMo 
O. B. IVBT'"* 
BATKBKUiB •• rXOM 
aoaH  L- OKBBB 

S«ptud>«r 10, 1991 

Ma. EliialMth rina 
c/o Wllliaa J. Hughaa 
ChalrBan, Subcoaaittaa on Intallactual 
Proparty and Judicial Adainiatration 

207 Cannon Building 
Washington, D.C. 20S1S 

R«: Maylay v. Unitad Statas 
Our rila No. 8953-36247 

Daar Ma. Fina: 

Encloaad you will find a« copy of the Magiatrata'a Raport and 
Racoaaandation concaming tha auaaary judgaant aotiona brought by 
tha Unitad Stataa on Sldnay Haylay'a caaa. Na briafad and arguad 
thaaa aotlons approxlaatcly two aontha ago and juat racantly 
racalvad tha Magiatrate'a raport. As you can aaa, tha Magiatrata 
rulad against tha Unitad States on all counta. There is soae 
pretty good language in the Magiatrata•a report which you aay find 
interesting. 

I will keep you posted on any new developaenta 
If you have any questions or coaaent 

Sidney's case, 
call ae. 

MDS/dab 
Enclosure 



182 

UNITED STATES DISTRICT COURT 
DISTRICT OF MINNESOTA 

FOURTH DIVISION 

Sidney Mayley, 

Plaintiff, 

United States of 
Aaerica, The Federal 
Bureau of Prisons, Warden 
J.B. Bogan, Dr. Janes 
Bastron and Dr. P.E. 
Bematz, 

Defendants. 

ev: flo. 4-89-929 

REPORT t RECOMMENDATION 

Plaintiff, a federal prisoner, has asserted Federal Tort 

Claims and civil rights claias against the government related to 

certain medical care he received while he was incarcerated at the 

Federal Medical Center in Rochester, Minnesota. The matter has 

been referred to the undersigned United States Magistrate Judge for 

report and recommendation pursuant to 28 U.S.C. §636 and Local Rule 

72.1(c). Defendants have filed a motion to dismiss or, in the 

alternative for summary 'judgment. A hearing on the defendants 

motion was held before the undersigned on June 24, 1991. Plaintiff 

was represented by Mark Streed, Esq. Defendants were represented 

by Assistant United States Attorney Lonnle Bryan, Esq. 

L, FINDINGS OF FACT 

Plaintiff has been in the custody of the Federal Bureau of 

Prisons since November of 1984, after being convicted of bank 

robbery.   Prior to his incarceration plaintiff had undergone 
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several surgeries related to mouth cancer, Including removal of 

squamous cell carcinona. Plaintiff's treating physician. Dr. 

Randolph Howes, told plaintiff to keep a close watch for anything 

in his jaw resembling a thickening, a lump or a bump. In a letter 

dated March 15, 1985, Dr. Howes informed federal authorities that 

plaintiff suffered from "very aggressive squamous cell carcinoma" 

which he believed to be urgent and in need of evaluation and care. 

In March 1985 plaintiff underwent "flap" surgery at the 

Federal Medical Center in Springfield to arrest his lip cancer. 

This surgery resulted in the removal of sections of plaintiff's 

lower, lip, leaving him with a facial scar and a small mouth 

(microstomia). Physicians at FHC-Springfield noted that plaintiff 

should be seen at regular intervals for follow up subsequent to 

this surgery.        ..       ,  .      .        , ..- . 

Plaintiff was transferred to the Federal Medical Center in 

Rochester, Minnesota (FMC-Rochester) in September 1!(85 for 

evaluation for reconstructive surgery to correct the microstomia 

and for observation for recurrence of his cancer. Plaintiff was 

housed in the general population at FMC-Rochester upon his arrival. 

During his incarceration, plaintiff could—and did—report to 

sick call on several occasions to request medical treatment. 

Plaintiff acknowledged during his deposition that he was familiar 

with the sick call procedure and used it several times. 

Upon his arrival at FMC-Rochester, medical director Dr. James 

Bastron referred plaintiff to Dr. Ian Jackson, a craniofacial neck 

surgeon at the Mayo Clinic.  Plaintiff was seen by Dr. Jackson on 
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October 10, 1985. In a letter to Dr. Bastron, Dr. Jackson noted 

that plaintiff had no evidence of recurrent carcinoma, but had been 

told to "keep a close watch on his neck and facial area for any 

lumps and bumps." Dr. Jackson also opined that correction of the 

microstomia was not recommended. Dr. Jackson finally advised Dr. 

Bastron that it was important that plaintiff be kept under review 

and that he be examined in three months. 

Plaintiff was again examined by Dr. Jackson on January 7, 

1986, and Or. Jackson again noted that there was no recurrence of 

the carcinoma, that corrective surgery on the microstomia was not 

recommended, and that plaintiff should be seen again in three 

months. The chart indicates that Dr. Bastron reviewed this 

notation on January 13, 1986. 

On January 14, 1986 Warden Bogan notified the director of the 

Bureau of Prisons that plaintiff had been evaluated twice by Dr. 

Jackson, but that no recurrence of plaintiff's cancer had been 
I 

found. Warden Bogan also noted that plaintiff had been reA;|uesting 

reconstructive surgery on his mouth, but that such surgery was not 

recommended by Dr. Jackson. Warden Bogan finally noted that 

plaintiff had impressed FMC-Rochester staff as "demanding and 

caustic", and that "he routinely threatens to pursue any action he 

views as unfavorable with litigation." Warden Bogan suggested that 

plaintiff be transferred to El Reno, Oklahoma at some point, but 

stated that further recommendation regarding transfer would be 

withheld until after plaintiff visited Dr. Jackson in April 1986. 

On Hay 30, 1986 Or. Jackson performed a follow up examination 
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of plaintiff, again noting that there was no recurrence of the 

carcinoma. At this time Dr. Jackson informed Dr. Bastron that 

plaintiff was unhappy with his treatment at FHC-Rochester and was 

concerned about his appearance, which Dr. Jackson found 

understandable considering the type of facial surgery plaintiff had 

undergone. Because plaintiff additionally suffered from a deep 

overbite (maloccluslon), Dr. Jackson recommended that plaintiff be 

seen by an oral surgeon and orthodontist concerning both 

conditions. Dr. Jackson did not recommend another three-month 

follow up visit. 

Notations in plaintiff's medical records Indicate that Dr. 

Bastron discussed Dr. Jackson's recommendations with FMC-Rochester 

Harden Bogan on June 11, 1986. Upon notification from Warden 

Bogan, the medical director of the Bureau of Prisons recommended 

that further evaluation and, if necessary, treatment, be undertaken 

in accordance with Dr. Jackson's recommendations. A notation in 

plaintiff's medical records dated June 27, 1986 reveal that Dr. 

Bastron called Dr. Jackson's secretary, who was to "proceed with 

the necessary arrangements" for further evaluation. 

During the Summer of 1986 plaintiff began complaining about a 

lump on bis left jaw. On June 18, 1986 plaintiff's medical records 

reveal plaintiff's first complaint about a lump on his left 

•andlble, which he reported as l>eing related to a drill accident at 

work.  No Injury report was filed regarding this incident. 

Plaintiff was subsequently referred to Dr. Teresa Jensen. 

Notes of Dr. Jensen's June 19, 1986 examination reveal that 



166 

plaintiff complained of a lump on his left mandible where he had 

been struck by a drill. 

Dr. Jensen had x-rays taken which, when read at the Mayo 

Clinic, showed no evidence of bony lesions or other evidence of 

cancer. Plaintiff alleges that at this time he was informed that 

the lump was only "scar tissue", and was nothing to worry about. 

Dr. Jensen next saw plaintiff on July 9, 1986. Her notes from 

this visit indicate that plaintiff's lump was a concern because of 

his past history, and she accordingly recommended that plaintiff be 

seen by Dr. Jackson. 

Plaintiff was seen by Dr. Phillip Bernatz, a thoracic surgeon, 

on Jiily 10, 1986 for an examination of "a nodule along the 

mandible". Dr. Bernatz' examination notes reveal that with 

plaintiff's history of cancer, "we cannot ignore this area." Upon 

examination, however. Dr. Bernatz was apparently of the opinion 

that the lump was flat and fixed, consistent with a history of 

trauma to that area. He also noted that the lump had decreased in 

size from that first reported to Dr. Jensen, and recommended that 

a "conservative approach was merited." Dr. Bernatz recommended, 

however, that plaintiff be seen by Dr. Jackson. The required 

"Request for Evaluation" by Dr. Jackson was apparently never 

completed because Dr. Bernatz was "new and not aware of all the 

coordinated activities." 

Plaintiff was taken to the Hayo Clinic on July 24, 1986 but 

was not seen by Or. Jackson, as had been recommended by Drs. 

Bastron, Bernatz and Jensen. Rather, plaintiff was seen by an oral 
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surgeon and orthodontist (Drs. Sathar and Kallar) for avaluation of 

his aalocclusion. 

Plaintiff statad during his daposition that ha was parforming 

"alBOst daily" axaainations during this tiaa. He furthar tastifled 

that ha noticad that tha luap was growing at tha rate of about ona 

cantiaatar (1/4 inch) par aonth. According to plaintiff, tha luap 

was about tha sisa of a jallybaan by August 1986. 

On Saptaabar 9, 1986 plaintiff raquastad that ha ba sean by 

Or. Bamatz. At that tiaa. Or. Bamatz aada inquiries into 

plaintiff's July 24, 1986 consultation with tha Mayo Clinic. On 

Sapteabar 10, 1986 Dr. Bastron received a report of plaintiff's 

visit: to the oral surgeon and orthodontist, which recoaaended 

extensive surgery to correct the aalocclusion, and suggested that 

Dr. Jackson perfora surgery to correct the aicrostoaia. Plaintiff 

recalls that Dr. Bamatz told hia during this visit that the lui^ 

was scar tissue, and that ha need not worry about it.   • 

Plaintiff stated during his deposition that he was, however, 

concerned about the luap at this tiae, and that "at every 

opportunity' he would ask the doctors and Harden Began if ha could 

be referred to Dr. Jackson. Plaintiff aalntains that he was always 

told not to worry, and that he would be "going downtown soon." 

In a Noveaber 21, 1986 FMC letter to Robert Brutche, assistant 

director of the aedical services division of the Bureau of Prisons, 

FHC-Rochester Harden Joseph Bogan stated that he had reviewed 

plaintiff's entire file, including his aedical records, and 

concluded that medical treatnent which had been proposed for 
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plaintiff's dental and orthodontic problems secondary to his 

previous surgeries was not Indicated. Warden Bogan's letter 

further described plaintiff as "an angry, hostile young man who 

will continue to have serious behavioral emd adjustment problems," 

and who has "constantly complained about his treatment since he has 

been incarcerated." 

On December 1, 1986 plaintiff was cleared for transfer to a 

facility in El Reno, Oklahoma, which was closer to his home in 

Louisiana. Plaintiff's transfer order states that his medical 

treatment had been completed, and that his health status was 

"good,." Mhlle en route to his eventual destination at El Reno, 

plaintiff was taken to FCI-Oxford and FCI-Terra Haute. On December 

12, 1986, plaintiff told a physician's assistant at FCI-Terra Haute 

about a lump on his left jaw. According to an affidavit provided 

by the physician's assistant, plaintiff claimed to have noticed 

"within the last two months." \ 

Plaintiff's medical records indicate that on January IS, 1987, 

he informed physicians at El Reno that his lump had been in. 

existence since June 1986, and that "it should have been biopsied 

months ago". Plaintiff was eventually examined by an outside 

consultant, who recommended that a biopsy be performed on 

plaintiff's lump. The consultant informed Dr. Bastron of this 

recommendation, and plaintiff was returned to FMC-Rochester, where 

he was seen by Dr. Jackson on January 22, 1987. 

On January 23, 1987 a biopsy was performed on the lump, which 

was found to be malignant.   Dr. Jackson performed a radical 
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procedure immediately thereafter, which resulted in the removal of 

the plaintiff's left mandible, as well as a substantial amount of 

muscle and tissue in plaintiff's neck and shoulder. Dr. Jackson 

also found numerous other lumps during this surgery. 

On October 19, 1989 plaintiff filed a claim against the United 

States, the Federal Bureau of Prisons, Harden Bogan and Drs. 

Bastron and Bernatz pursuant to the Federal Tort Claims Act (FTCA), 

28 U.S.C. i 1346(b) and 28 U.S.C. f 2671, et seQ. Defendants moved 

to have the FTCA claims dismissed as to all defendants except the 

United States and, in response, plaintiff moved to amend his 

compljiint to assert Bivens-tvoe claims against the individual 

defendants for their violations of the Eighth Amendment. See Bivens 

V. Six unknown Agents of the Federal Bureau of Narcotics. 403 U.S. 

388 (19.71). On January 24, 1990 the court granted defendants' 

motion to dismiss, as well as plaintiff's motion to amend. 

Count I of plaintiff's amended complaint charges th^ United 

States with negligence pursuant to the FTCA, and Count II'charges 

the individual defendants with violations of the Eighth Amendment. 

Defendants filed a motion to dismiss, or for summary judgment, 

as to Count II of plaintiff's complaint on various grounds 

including, inter alia, that plaintiff failed to sue the individual 

defendants in their Individual capacity, that plaintiff 

impermissibly relied upon the doctrine of respondeat superior, and 

that defendants are protected by qualified immunity. 

In an Order issued August 3, 1990, Judge Hacl,aughlln denied 

defendants motions.  In his Order, Judge HacLaughlin specifically 

8 
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found that defendants were not entitled to qualified inmunity 

because there was a genuine issue of naterial fact with respect to 

whether defendants knew, or should have known, that their conduct 

violated plaintiff's constitutional right to medical treatnent. 

Judge MacLaughlin also expressly found that the record contained 

sufficient evidence of each defendants' individual involvement with 

respect to plaintiff's medical care such that plaintiff did not 

improperly rely upon the doctrine of respondeat superior. 

Defendants have now filed a motion to dismiss or, in the 

alternative, for summary judgment. Defendants allege that 

plaintiff's tort claim should be dismissed because it was filed 

after the expiration of the two year statute of limitations 

provided by the FTCA. Defendant further asserts that plaintiff's 

eighth amendment claims should be dismissed as to Warden Bogan 

because he is not a medical doctor and did not provide plaintiff 

with medical care or treatment, and that plaintiff's eighth 

amendment claims should be dismissed with respect to Drs.' Bastron 

and Bernatz because there is no evidence on the record to show that 

they acted with deliberate indifference to plaintiff's medical 

needs. Finally, the individual defendants again assert that they 

are entitled to qualified immunity from plaintiff's constitutional 

claims. 

IL DISCUSSIOW 

A.  Standard of Review:  Motions for Summary Judgment 

Defendants have moved for dismissal of plaintiff's claims 
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under Rule 12(b), Fed. R. Civ. P., and have alternatively moved for 

summary judgment in accordance with Rule 56. Because defendants 

have submitted materials outside of the pleadings in support of 

their motion, it will be treated as one for sumiary judgment. 

The purpose of summary judgment is to pierce the pleadings and 

determine whether there actually is a basis for proceeding to 

trial. C. Wright & A. Miller, Federal Practice and Procedure 

§2739. The moving party bears the initial responsibility of 

stating the basis of its motion, and identifying those portions of 

"the pleadings, depositions, answers to interrogatories, and 

adfflis^sions on file, together with the affidavits, if any, which 

demonstrate the lack of a genuine issue of material fact." Fed. R. 

Civ. P. 56(c); Celotex Corp. v. Catratt. 477 U.S. 317 (1986); 

Anderson v. Liberty Lobby. Inc.. 477 U.S. 242 (1986);. M9tsushit? 

Electric Industrial Co. v. Zenith Radio Corp.. 475 U.S. 574 (1986). 

These opinions make it clear that when there is no re^asonable 

construction of the facts that would allow the non-moving ^arty to 

prevail, the remedy of summary judgment is appropriate. 

Matsushita. 475 U.S. at 587-88. Claims cannot survive a motion for 

summary judgment unless the responding party can, in some manner, 

set forth specific facts demonstrating that there is a genuine 

issue for trial. Ouam v. Minnehaha County Jail. 821 F.2d 522 (8th 

Cir. 1987); Miller v. Solem. 728 F.2d 1020, 1023 (8th Cir.), cert. 

denied. 469 U.S. 841 (1984). Summary judgment will not lie where 

there are genuine factual issues that "properly can be resolved 

only by a finder of fact because they may reasonably be resolved in 

10 
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favor of either party."  Anderson. 477 U.S. at 250. 

t= FTCA Claims 

The FTCA is a limited waiver of sovereign inuaunity which 

subjects the federal government to liability for certain torts 

committed by federal employees acting within the scope of their 

employment. 28 U.S.C. § 2671 - 2680; United States v. Orleans. 425 

U.S. 807, 813 (1976). As a limited waiver of sovereign immunity, 

the terms of the FTCA must be strictly construed. See Honda v. 

SlaJLh,   386 U.S. 484, 501 (1967). 

Section 2401(b) of Title 28 provides that: 

A tort claim against the United States shall 
be forever barred unless it is presented in 

'• writing to the appropriate Federal agency 
within two years after such claim accrues or 
unless the action is begun within six months 
after the date of mailing, by certified or 
registered mail, or notice of final denial of 
the claim by the agency to which it was 
presented. 

Failure to file within the tine allowed by this secti(on is a 
I 

jurisdictional defect.  Landreth v. United States. 850 rr.2<i  532, 

533 (9th Cir. 1988)(citations omitted). Further, the Supreme Court 

has instructed the judiciary to abstain from extending or narrowing 

•action 2401(b) beyond the express terms set by Congress, thereby 

defeating its obvious purpose. United States v. Kubrick. 444 U.S. 

Ill (1979). 

A claim "accrues" within the meaning of section 2401(b) when 

the plaintiff knows, or in the exercise of due diligence should 

have known, both the existence of and the cause of his injury. 

KubEisJS, 444 U.S. at 111; fiSS also Gould v. U.S. Deot. of Health 

11 
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and Human Svcs.. 905 r.2d 738, 742 (4th Cir. 1990); Landreth. 850 

F.2d at 533. Medical malpractice claims under the FTCA accrue when 

a plaintiff has discovered his injury and its probable cause, even 

though he may be ignorant of his legal rights. Kubrick. 444 U.S. 

at 111. The statute of limitations does not await the plaintiff's 

knowledge that his injury was caused by negligence or reckless 

conduct.  Id. at 122-24. 

In determining the accrual date of medical malpractice claims 

based upon the failure to diagnose or to treat a preexisting 

condition, the Ninth Circuit has held that the "injury" which 

trigg,ers the two year period set forth in section 2401(b) is the 

development of the problem into a more serious condition which 

poses greater danger to the patient or which requires more 

extensive treatment. Aucrustine v. United States. 704 F.2d 1074, 

1078 (9th Cir. 1983)(emphasis in original). Thus, it is only when 

the patient becomes aware, or through the exercise of reasonable 

diligence should have become aware, of the development of a pre- 

existing problem into a more serious condition that his cause of 

action can be said to have accrued for purposes of section 2401(b). 

ISL; flfiSfiEd Raddatz v. united States. 750 F.2d 791, 796 (9th Cir. 

1984). Although the Eighth Circuit does not appear to have 

expressly adopted the test set forth in Augustine, the Eighth 

Circuit has found that the question of when a patient becomes aware 

of, or through the exercise of reasonable diligence should have 

become aware of, the deterioration of his or her condition or of 

the seriousness of the injury, is one of fact.  Wehrman v. United 

12 



174 

states. 830 r.2d 1480, 1484 (8th Cir. 19871fcitino Augustine. 704 

F.2d at 1078-79). 

In the Instant matter, plaintiff filed his FTCA adninistrative 

claim alleging medical malpractice on October 28, 1988. Defendant 

believes that plaintiff's FTCA claim should be dismissed because it 

accrued prior to Octobisr 28, 1986. 

Defendants assert that discovery exchanged in this case 

indicates that prior to October 1986, plaintiff knew that he had a 

cancerous condition that required observation, knew that he was to 

watch for suspicious lumps on his jaw, and knew the risks 

assoqiated with untimely treatment. Defendants further state that 

the record shows that prior to October 1986 plaintiff had acquired 

and read medical books on his affliction, and knew about the 

"injuries occasioned by delayed biopsies"... Finally, defendant knew 

that he needed to be examined by Dr. Jackson and that defendants' 

referrals failed to result in plaintiff being so examined. 

In light of the foregoing, defendants assert that as/early as 

June 1986, plaintiff possessed enough information to be suspicious 

about whether the FHC physicians had properly treated his 

condition, gsg Drazan v. United States. 762 F.2d 56, 59 (7th Cir. 

1985)("It [the statute of limitations] begins to run either when 

the government cause is knotm or when a reasonably diligent person 

(in the tort claimant's position) reacting to any suspicious 

circumstances of which he might have been aware would have 

discovered the government cause—whichever comes first"). 

Defendants further argue that plaintiff's claim likely accrued when 

13 
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he realized that Drs. Bastron and Bernatz had failed to get him an 

appointaent with Dr. Jackson. Defendants therefore believe 

plaintiff's cause of action accrued as early as June 1986, and It 

aay have arisen at some point in late July or August 1986 when It 

became apparent that he was not going to be seen by Dr. Jaclcson. 

The undersigned finds this arguaent unpersuasive. Plaintiff's 

first complaint of a lump was reported to Dr. Jensen in June 1986. 

Despite defendants' belief that plaintiff was well educated in the 

significance of finding lumps or thickenings in his jaw area, 

plaintiff reported to Dr. Jensen that he thought the lump may have 

been caused by coming Into contact with a drill ha used during work 

at the prison. While it is true that Dr. Jensen was concerned 

enough about the lump to refer plaintiff to Dr. Jackson, further 

examination by Dr. Bernatz Indicated that the lump was "flat and 

fixed, consistent with a history of trauma to that area". Dr. 

Bernatz also noted at that time that the lump had decreased in size 

from that first reported to Dr. Jensen. Thus, the only physicians 

available to plaintiff throughout the summer of 1986 assured 

plaintiff that the lump was of no concern. 

The record further Indicates that Dr. Jackson had not noticed 

any lump when he examined plaintiff on May 30, 1986. At that time. 

Or. Jackson recommended that plaintiff be seen by an orthodontist 

and an oral surgeon, and plaintiff was, in fact, seen by these two 

specialists—at Dr. Jackson's referral and request—in July 1986. 

Consequently, the undersigned finds that defendants' failure to 

ensure that plaintiff was seen by Dr. Jackson during the Summer of 

14 
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1986 cannot b* construed as an event which should have conpelled 

the plaintiff to suspect that the defendants were acting 

negligently. 

The facts in the Instant case are similar to those faced by 

the Ninth Circuit in Raddatz. supra. In that case, a plaintiff 

sued her Navy doctor for aialpractice because of his failure to 

diagnose and infom her of a uterine Infection resulting fron an 

Amy doctor's perforation of her uterus. The Army doctor had 

inserted an lUD into plaintiff, but removed it immediately after it 

became clear that he had injured her by his placement of the lUD. 

Thereafter, the Navy doctor assured plaintiff that her cramps, 

discbmfort, and severe pain were normal side effects of perforation 

of the uterus. Upon examination by a private physician, however, 

plaintiff ultimately discovered that she was suffering from pelvic 

inflammatory disease, which necessitated that she undergo a 

hysterectomy. The Ninth Circuit held that plaintif£'s claim 

"accrued" for purposes of the FTCA not when the Navy doctbr failed 

to diagnose her condition properly, but when the private physician 

had made her aware that her perforated uterus had developed an 

infection which could have been treated earlier with antibiotics. 

Raddatz. 750 r.2d at 793-94, 796; pee also Resales v. United 

S^a^sa, 824 F.2d 799, 804-05 (9th Cir. 1987)(injury accrued on date 

when parents discovered fact of injury previously misdiagnosed by 

government doctors); Nicolazzo v. United States. 786 r.2d 454, 456 

(1st Cir 1986)(injury accrues for purposes of FTCA when plaintiff 

receives final, correct diagnosis which enables him to be "in 

IS 
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possession of the critical facts" that he has been Injured and that 

certain persons have likely inflicted the injury). 

Defendants rely upon the Seventh Circuit's decision in Green 

V. United States. 765 F.2d 105 (7th Clr. 1985), for the proposition 

that despite the assurances from the FMC doctors, plaintiff was 

armed with enough facts such that he must have Icnown the nature and 

extent of his injuries long before January 1987. The undersigned 

finds defendants' reliance on Green to be misplaced. 

The court in Green relied upon the proposition that "once a 

plaintiff is armed with the facts about the harm done to him, he 

can protect himself bv seeking advice in the medical and legal 

communitv." 765 F.2d at 108 (emphasis addedlfciting Kubrick. 444 

U.S. at 123); asssaai sexton v. United States. 832 F.2d 629, 633 

(D.C. Cir. 1987) (once plaintiff is possessed of critical facts, 

"he need undertake only a reasonably diligent investigation to 

determine whether a cause of action may lie"). 

Even if plaintiff did suspect—or should have suspectM—that 

the diagnoses of the FMC physicians were wrong, however, it is 

difficult to imagine how plaintiff, as an incarcerated person, 

could hav* obtained "second opinions" from the private medical 

community to determine whether he was being properly treated during, 

the summer of 1986. The undersigned concludes that plaintiff's 

cause of action did not accrue prior to October 1986. Defendant's 

summary judgment motion on statute of limitations grounds should b« 

denied. 

Qa Constitutional Claim 

1« 
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JLI Falluf to Stata Eighth Aaandiiant Claim 

Th« languaq* of th« Eighth Amendaent, "(e]exces8ive bail shall 

not b« required, nor excaasiv* finas iq>os«d, nor cruel and unusual 

punishaents inflicted," manifests "an intention to Halt the power 

of those entrusted with the crivinal-law function of governaent." 

Whitlev V. Albers. 475 U.S. 312, 318 (1986), siXiOa Inqrahaa v. 

Wright. 430 U.S. 651, 664 (1977). The Supreme Court has stated 

that inadequate health care rises to a constitutional violation 

only when prison officials are deliberately indifferent to a 

serious aedical need. Estelle v. G«»bie. 429 U.S. 97, 104 (1976); 

Lair y. Ooelesbv. 859 F.2d 605, 606 (8th dr. 1988).* 

iThe Estelle standard of deliberate indifference is violated in 

situations of "continued and unnecessary pain."  See Boswell v. 

Sherbume County. 849 F.2d 1117, 1122 (8th Cir. 1988). Negligence 

in diagnosis or treatsent of a aedical condition is not actionable 

in a civil rights clais, Estelle. 429 U.S. at 106; nor is a mere 
\ 

disagreement with the course of treatment. Tavlor v. Turner. 884 

F.2d 1088, 1090 (8th Cir. 1989); LftiT, 859 F.2d at 606; Ellis v. 

aiUfir. 890 F.2d 1001, 1003 (8th Cir. 1989).  It is "obduracy and 

wantonness", not inadvertence or error in good faith, that 

characterize the conduct prohibited by the Eighth Anendnent. 

Hlitlfiy, 475 U.S. at 319; Givens v. Jones , 900 F.2d 1229, 1232 

' Counsel for defendants has called the court's attention to 
the Supreme Court's recent decision in Wilson v. Seiter. 59 
U.S.L.H. 4671 (1991), in which the Court extends the Estelle 
deliberate indifference standard to cases where prisoners assert 
conditions of confinement claims against prison officials. The 
undersigned finds that the Wilson case has no bearing on the 
outcome of the defendants' instant summary judgment motion. 

17 
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(8th Cir. 1990). 

Defendants clain that plaintiff has—at best—asserted a 

nedical malpractice claim based upon defendants' alleged negligence 

in not ordering certain tests (such as performing a biopsy on the 

lump), and/or in not providing him with proper treatment in the 

form of referrals to Dr. Jackson. Defendants' argue that their 

diagnoses and methods of treatment raise questions of medical 

judgment which do not amount to deliberate indifference. See White 

V. Farrier. 849 F.2d 322, 327 (8th Cir. 1987); Noll v. Petrovs)cv. 

828 F.2d 461, 462 (8th Cir. 1987), cert, denied.   U.S.  , 108 

S.Ct^ 718 (1988) . 

'The undersigned finds that plaintiff's eighth amendment claims 

in the instant matter go beyond mere disagreement with the 

defendants' course of action. Rather, plaintiff's claims are based 

upon his belief that defendants failed to heed the fact that he had 

a significant—and well documented—history of cancer which 

required close monitoring and attention. Delay in [<roviding 

medical care which ultimately resulted in "continued and 

unnecessary pain" has been found to violate the deliberate 

indifference standard of Estelle. See Boswell. supra. 849 F.2d at 

1120 (siting Ramos v. Lamm. 639 F.2d 559, 576 (10th Cir. 1980), 

cert, denied. 450 U.S. 1041 (1981); Herrera v. Balentine. 653 F.2d 

1220 (8th Cir. 1981)). 

The record shows that the defendant physicians, keeping in 

mind the importance of monitoring any lumps or growths on 

plaintiff's jaw, had recommended that plaintiff be seen by Dr. 

IS 
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Jackson after plaintiff first discovered a lump in his jaw in June 

1986. The record does not Indicate any followup by either 

physician, however, to ensure that plaintiff did, in fact, see Or. 

Jackson. The record shows only that plaintiff was seen by an 

orthodontist and oral surgeon, at the recommendation of Dr. 

Jackson, to correct his overbite. There is no indication that Dr. 

Jackson himself ever actually examined plaintiff after the lump had 

been discovered in June 1986. 

Plaintiff further claims that the defendant physicians 

failed to treat the growing lump on his jaw despite his complaints 

to the contrary. Defendants state that plaintiff's medical record 

does not document such complaints. Defendants argue that plaintiff 

was well-versed in the procedures required for sick call visits, 

and that he used sick call more than IS times during the. summer of 

1986. None of these reports reflect plaintiff's concern about the 

lump. Defendants argue that the lUasence of notations in 

plaintiff's sick call records suggests that plaintiff did/not make 

complaints regarding the lump during the period in question. 

Defendants further assert that the report of Drs. Keller and 

Sather, the orthodontist and oral surgeon, is also silent on th« 

existence or nature of the lump on plaintiff's jaw. Defendants 

have stated that they "assumed" that Drs. Keller and Sather had 

properly evaluated the Itimp on plaintiff's jaw, and assumed that 

the lack of mention of the lump in their report suggests that it 

was concluded that the Ivmp was of no significance. 

Plaintiff has asserted in his deposition that he told tlM 

19 
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defendants about his concerns regarding the lump on numerous 

occasions, but received no attention or care. Although defendant 

Dr. Bernatz has stated that he would have given plaintiff another 

referral to Dr. Jackson had he known of plaintiff's concern about 

the lump in September 1986, a September 26, 1986 notation by unit 

manager Teresa Hunt indicating "no special concerns regarding new 

luap per Dr. Bernatz" suggests that Dr. Bernatz was, in fact, aware 

of plaintiff's concern during the period in question. The record 

further shows that Hunt testified during her deposition that 

plaintiff had expressed concern to her about the lump on several 

occasions, and that such concerns would not normally have been 

documented. 

In light of the foregoing, the undersigned finds that there 

is a genuine issue of material fact with resp«ct to plaintiff's 

eighth amendment claims regarding his treatment—or lack thereof— 

at the hands of defendants. Consequently, it will be recommended 

that defendants' motion for summary judgment be denied x>n these 

grounds. 

2J Lack of Personal Involvement 

A civil rights action cannot be based upon the theory of 

respondeat superior. Monell v. Department of Social Services. 4 36 

U.S. 658, 694 (1978). A plaintiff must make a showing that the 

supervisory official had direct responsibility for the improper 

conduct alleged in the complaint. See Rizzo v. Goode. 423 U.S. 362 

(1976). Liability will therefore only be found if there is 

personal involvement on the part of the supervisory official. 
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Harris v. Plrch. 677 F.2d 681, 685 (8th Cir. 1982), flssjarfl 

Rasmusscn v. Larson. 863 F.2d 603, 605 (8th Cir. 1988); Wilson v. 

City of Worth Little Rock. 801 F.2d 316, 322 (8th Cir. 1986). 

Defendant warden Bogan argues that he cannot be held 

responsible for aedical judgments concerning plaintiff's treatment 

because ha is not a medical doctor and because he relied upon the 

diagnosis and recommendations of medical professionals to make his 

administrative decisions.^ See Croo)cs v. Nix. 872 F.2d 800, 803 

(8th Cir. 1989). The undersigned agrees that Warden Bogan is not 

a medical doctor and, as such, cannot be held responsible for 

making diagnoses and treatment decisions. Nevertheless, the 

undersigned finds that Bogan had the responsibility to review the 

recommendations of the medical professionals under his supervision 

and combine these with general prison administrative policies to 

make an ultimate decision regarding whether certain treatment was 

warranted and whether plaintiff was healthy enough- to be 

transferred to another institution. / 

Warden Bogan made such decisions when he reviewed plaintiff's 

medical records and recommended to the assistant director of the 

medical services division of the Bureau of Prisons that proposed 

medical treatment for plaintiff not be provided. An examination of 

that recommendation indicates that Harden Bogan placed a great deal 

' In their previous summary judgment motion heard before 
Judge MacLaughlin, defendants argued that plaintiff failed to show 
that each defendant's actions amounted to a deliberate and willful 
indifference to his medical needs. Judge MacLaughlin found that 
there was a genuine issue of material fact with respect to the 
specific involvement of each individual defendant, and therefore 
denied summary judgment. 
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of enphasis on plaintiff's "difficult" personality. Consequently, 

the undersigned finds that Harden Bogan had sufficient Involvenent 

in the actions which give rise to plaintiff's claims to nake hln 

potentially liable for plaintiff's Bivens claim. Ssfi Mlltier v. 

Beorn. 896 F.2d 848, 854 (4th Cir. 1990) (supervisory liability not 

based upon respondeat superior, but upon recognition that 

"supervisory indifference or tacit authorization of subordinate 

misconduct" may be direct cause of constitutional injury); Howell 

V. Evans. 922 F.2d 712, 723 (11th Cir. 1991)(fact that warden had 

policy to rely solely upon recommendations made by medical 

personnel does not lessen his duties—"an official does not 

insulate his potential liability for deliberately indifferent 

actions by instituting a policy of indifference"). The court 

concludes that plaintiff's claims against Harden Bogan are not 

based upon Resoonda at Superior, but upon plaintiff's allegation 

that Harden Bogan was personally involved in the decisions 

respecting plaintiff's care and treatment. The court/ further 

concludes there is a genuine issue of material fact as to whether 

he was deliberately indifferent. It will therefore be recommended 

that Harden Bogan's motion for summary judgment, based upon his 

lack of involvement, be denied. 

li Qualified imnunity 

Federal officials are entitled to qualified immunity for suits 

brought against them under the Constitution. Butz v. Economou. 438 

U.S. 478 (1978). In Brown v. Fev. 889 F.2d 159 (8th Cir. 1989), 

cert, denied. 110 S.Ct. 1156 (1990), the Eighth Circuit held that 
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prison officials are entitled to inmunity fron constitutional 

claims unless: 1) their conduct violated a constitutional right 

of the plaintiff that was clearly established prior to the tine of 

the alleged acts of the prison officials; 2) they knew or should 

have known of the clearly established right; and 4) they knew or 

should have known that their conduct violated that right. 

889 F.2d at 165 (citations omitted). 

Defendants assert that the constitutional right plaintiff 

claims they have violated (the right to be free of deliberate 

indifference to his medical needs) was not clearly established at 

the time in question. Defendants additionally assert that 

plaintiff has not—and cannot—show that their actions (or 

inactions, as the case may be) amount to deliberate indifference. 

a. Clearly Established Constitutional Right 

Defendants contend that in 1986, when the alleged acts and 

omissions giving rise to plaintiff's claim occurred, the 

constitutional standard with respect to the provision/ of the 

specific medical care required by plaintiff was Jiot "clearly 

established".' Although defendants appear to concede that the 

general Estelle "deliberate indifference" standard was clearly 

established in 1986, they contend that in cases where eighth 

amendment claims are based on medical treatment, "(t]he specificity 

of the standard is particularly important . . . because the mere 

negligent diagnosis or treatment of a patient does not constitute 

' Defendants did not assert this argument in their previous 
motion for summary judgment on the defense of qualified inmunity. 
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deliberate indifference." See Howell. supra• 922 F.2d at 719. 

The undersigned finds that at the tiise the plaintiff was bein? 

treated in the summer of 1986, the law governing the defendants' 

conduct was clearly established. The Supreme Court, ten years 

earlier, in Estelle. supra recognized a distinction between 

negligence and deliberate indifference: An alleged error in 

medical judgment amounts to negligence, while deliberate 

indifference is manifested by a refusal to act when certain actions 

were or should have been luiown to be necessary. 429 U.S. at 104- 

05. Thus, if an official )cnows or should )cnow that certain 

treatment is necessary and he delays in providing such treatment 

when 'he reasonably should know that such delay can be hazardous, 

his actions could constitute deliberate indifference. Id.; accord 

Johnson v. Ha v. 931 r.2d 456, 461 (8th Cir. 1991) ,v ii£fi also 

Cumninas v. Roberts. 628 F.2d 1065, 1067-68 (8th Cir. 

1980)(defendants not entitled to sunaary judgment on prisoner's 

eighth amendment claim based on allegations that de>fendants 

deliberately denied access to medical care and failed to carry out 

prescribed treatment). 

There Is no dispute that a government official cannot be held 

liable for the violation of "extreaely abstract rights". Anderson 

V. Creiahton. 483 U.S. 635, 639 (1987); pivens v. Jones. 900 F.2d 

1229, 1232 (8th Cir. 1990). This does not mean, however, that "an 

official action is protected by qualified Immunity unless the very 

action In question has been held unlawful." XiL. at 640; Coffaan v. 

Trickey. 884 r.2d 1057, 1063 (8th Cir. 1989)("It Is not necessary 

2*  . 



that [tha official's] action has b««n previously held unlawful, but 

only that, in view of pre-existing law, the unlawfulness of [the 

official's] act is apparent"), cert, denied.   U.S.  , 110 

S.Ct. 1923 (1990). 

Defendants assert that in 1986, it was not clearly established 

that "Baking a treataent decision over plaintiff's objection and 

causing injury" violated a constitutional right. The undersigned 

finds that in Baking this arguaent defendants fail to focus on tha 

exact nature of plaintiff's claiBs. Plaintiff claims in his 

aaended coaplaint that at the tiae he was transferred to FKC 

Rochester defendants knew that he had a volatile cancerous 

condition which required close Bonitoring, but that they failed to 

heed the request to closely watch plaintiff's condition, failed to 

respond to plaintiff's repeated requests for .treataent .of. -the 

growing luap, and failed to ensure that he be examined by Or. 

Jackson. There is no suggestion in the record that plaintiff's 

claias arose because of a disagreeaent regarding treataent actually 

provided by the defendant doctors. 

The undersigned finds that plaintiff's right to treataent for 

and aonitorlng of his well-known cancerous condition was clearly 

established at the tiae at issue in this suit, and that the 

defendants knew—or should have known—of this right. Further, in 

denying  defendants'  first  suaaary  judgaent  notion.  Judge 

NacLaughlin expressly found as follows: 

Here, there is no question that the applicable legal 
standard was clearly established at the tiae alleged in 
plaintiff's complaint. In Estelle v. Gamble. 429 U.S. 97 
(1976), the court held that "deliberate indifference to 
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serious nedlcal needs of prisoners" violates the eighth 
anendment. Id. at 104. The Court held that such 
indifference can be manifested by: 

prison doctors in their response to the 
prisoners' needs, or prison guards in 
intentionally denying or delaying access to 
nedical care or intentionally interfering with 
the treatment once prescribed. 

IlL. at 104-05. In Carlson v. Green. 446 U.S. 14 (1980), 
the United States Supreme Court held that the standards 
articulated in Estelle v. Gamble applied in a Bivens 
cause of action against federal defendants. Both of the 
seminal cases articulating the applicable legal standard 
predated the conduct in question in this case. 

August 2, 1990 Order, pqs. 11-12. 

In light of established case law, and in consideration of 

Judge- KacLaughlin's previous order, the undersigned finds that 

plaintiff's constitutional right was clearly established at the 

time during which the plaintiff's claims arose, and that the 

defendants Icnew or should have known of this right. Defendants are 

not entitled to qualified Immunity based upon this argument. 

tLi Deliberate Indifference \ 

Defendants also assert that plaintiff has failed to show that 

they Icnew, or should have known, that their actions amounted to 

deliberate indifference to plaintiff's medical needs. Although 

Judge MacLaughlln denied their first motion for summary judgment on 

the grounds that a genuine issue of fact existed with respect to 

whether they knew or should have known that their conduct violated 

the deliberate indifference standard, defendants now believe that 

enough information has been exchanged through discovery to date to 

indicate that they, at most, acted negligently. 

As noted by Judge MacLaughlin in his previous order, qualified 
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inununity is an affirmative defense, for which the burden of 

pleading and proof rests with the defendant. Gomez v. Toledo. 100 

S.Ct. 1920, 1924 (1980). The test for qualified iiusunity at the 

summary judgment stage Is an objective one. Anderson v. Creiqhton. 

483 U.S. 635 (1987). In order to determine whether prison 

officials are protected by qualified innunlty, the court must 

decide "the essentially legal question whether the conduct of which 

[plaintiff] complains violated clearly established law," and if 

plaintiff's complaint adequately alleges commission of such acts. 

Mitchell V. Forsvth. 472 U.S. 511, 526 (1985), as cited in Johnson. 

supra. 931 F.2d at 460. The defendants are entitled to summary 

judgnlent if discovery has failed to uncover evidence sufficient to 

create a genuine issue as to whether their conduct violated clearly 

established law. Id. 

Defendants believe that the record shows that they did not act 

with deliberate indifference to plaintiff's medical needfa. They 

note that while plaintiff was at FMC Rochester he had'a large 

number of complaints, and had a demonstrated familiarity with the 

institution's sick call practices. None of plaintiff's BP-9's 

(prisoner complaints) or bis sick call records show, however, that 

he complained about a growing lump during the period in question. 

Defendants state that had such references appeared in these 

documents, plaintiff would have been treated accordingly. 

Defendants also rely heavily on the July 24, 1986 report of 

Drs. Keller and Sather, the orthodontist and oral surgeon who 

examined plaintiff for his overblte.  This report contains no 
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reference to the lump, or to the possibility that plaintiff's 

cancer had recurred. Defendants state that because Dr. Keller has 

written and published articles on the examination of a mandible for 

cancerous growth, they reasonably relied upon the absence of a 

reference to a possible recurrence of cancer in the July 24, 1986 

report. 

They find significant the fact that as of May 30, 1986 Dr. 

Jackson had found no lump or evidence of recurrence, and as of July 

1986, fifteen months had passed since plaintiff's last recurrence. 

Defendants note that Dr. Jackson testified that as time passes, the 

chance for recurrence subsides. Further, defendants note that 

records of an examination of plaintiff performed by Mayo Clinic 

physicians in October 1986 were silent with regard to any 

complaints about a lump, as were the notes of plaintiff's visits to 

a physician's assistant in early November 1986. ^, 

Finally, defendants believe that plaintiff had s.een Dr. 

Jackson in accordance with their referrals. They believed .that Dr. 

Jackson's involvement was evidenced by the fact that he had 

referred plaintiff to Drs. Sather and Keller, and by the fact that 

Sather and Keller's recommendation referred to procedures to be 

performed by Dr. Jackson. 

With respect to defendant Bogan, defendants assert that the 

memoranda indicating no recurrence, the absence of notations in 

sick call records regarding a growing lump, and the opinions of 

defendant Dr. Bastron justified defendant Bogan's recommendations 

that plaintiff not undergo certain procedures, and that he be 

2« 
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declared physically eligible for transfer to another institution. 

Defendants' argue that a physician "need not necessarily 

accept as true the medical judgments offered by his patients", 

Givens. 900 F.2d at 1232, and that eighth amendment violations 

cannot be based on mere disagreements with medical treatment. Lair. 

859 F.2d 605.  While the undersigned agrees with this general 

statement of existing eighth circuit law, the undersigned finds 

that plaintiff's claims in the instant matter do not deal with 

disagreements regarding medical treatment or a refusal to treat 

plaintiff with a certain method, procedure or drug.  Rather, 

plain.tiff claims that defendants failed to attend to a cancerous 

condition which they knew required observation and attention.  In 

light of these claims, the undersigned finds that there exists in 

the a genuine issue of material fact as to whether defendants 

failed to follow through on their obligations with respect to 

plaintiff's condition, and whether the defendants acted with 
V 

deliberate disregard. ^ 

The undersigned's  review of the record  indicates  that 

defendants were aware of the significance of plaintiff's condition, 

and that they knew that plaintiff's mouth and jaw area was to be 

watched closely. With respect to defendant Dr. Bernatz, the record 

shows that he saw plaintiff in early July 1986 regarding the lump. 

His notes of this visit indicate that "with [plaintiff's] history 

we cannot ignore the area . . . for this inmate the pressure to 

know >now' is great and we can understand why with his history." 

Thus, although Dr. Bernatz assured plaintiff that the lump was 
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likely just scar tissue, he had recognized that the lump required 

serious attention and follow up, and referred plaintiff for an 

examination by Dr. Jackson. Despite this knowledge and concern, 

the record shows that Dr. Bematz did not follow up on plaintiff's 

referral. Rather, as he testified at his deposition, he "assumed" 

that Dr. Jackson had examined plaintiff. 

At plaintiff's insistence. Dr. Bematz again saw plaintiff in 

early September 1986. It was at this time Dr. Bematz reviewed the 

report of Drs. Keller and Sather, and apparently concluded that the 

absence of a reference to either the lump or to the recurrence of 

cancer indicated that a proper examination of plaintiff's mandible 

had been performed, and that plaintiff had no significant condition 

requiring immediate attention. Although Dr. Bematz testified at 

his deposition that he would have referred the plaintiff back to 

the Mayo clinic had he known of plaintiff's concern about the lump, 

notes taken in late September 1986 by plaintiff's unit pianager, 

Teresa Hunt, indicate that she was told by Dr. Bematz thbt there 

were "no special concerns regarding new lump". Finally, Dr. 

Bematz testified that he had had additional contact with plaintiff 

at FMC, that plaintiff was "always concerned" about his medical 

condition, and that he would ask "anybody he would encounter" about 

his treatment. He finally testified that plaintiff's concern about 

his condition was "justifiable." 

With respect to defendant Dr. Bastron, the record indicates 

that he had referred plaintiff to Dr. Jackson on several occasions 

immediately after plaintiff's arrival at FMC, and that he was the 
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recipient of the reports from Dr. Jackson indicating that 

plaintiff's condition needed to be closely watched. Dr. Bastron 

again referred plaintiff to Dr. Jackson in late June 1986 and, 

although he never received a specific examination report from Dr. 

Jackson similar to the ones he had previously received, he 

testified at his deposition that he assumed that plaintiff had seen 

Dr. Jackson in accordance with his June referral. Dr. Bastron 

further testified that he assumed Drs. Sather and Keller had 

conducted an examination of plaintiff's mandible at the time they 

performed their orthodontic examination in late July 1986. Dr. 

Bastron testified that he never spoke to either Or. Keller or Dr. 

Sather to confirm this conclusion. 

With respect to Warden Bogan, the record shows that he was 

integrally involved in making decisions regarding plaintiff's, 

eligibility for transfer, which were to be based on his medical 

condition. Warden Bogan informed the Bureau of Prisons in; January 

1986 that plaintiff's potential treatment and reconstructive 

surgery was being evaluated by Dr. Jackson, and that 

recommendations regarding plaintiff's transfer to another 

institution would be withheld until further evaluation had been 

performed by Or. Jackson. The Warden's January communication 

further noted that plaintiff was "demanding and caustic", and 

appeared to be quite litigious. 

Plaintiff's difficult personality was also stressed in the 

Warden's November 1986 memorandum to the Bureau of Prisons, which 

contained a recommendation that plaintiff not be provided with 
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reconstructive surgery, and which recomaiended that plaintiff be 

transferred. In his deposition, Warden Bogan acknowledged that 

when making his decisions he did not review many of the handwritten 

documents in plaintiff's file because they were difficult to read 

and bacause he didn't think there was anything in them that would 

be germane to his recommendations. An examination of the record 

Indicates that Harden Bogan had available to him at that time a 

handwritten memorandum dated late September 1986 to Harden Bogan 

from unit manager Hunt which referenced plaintiff's lump. 

The record shows that each of the defendants were aware of 

plalotlff's serious medical condition. The record is replete with 

the defendant doctors' assumptions regarding plaintiff's treatment 

and examination by Dr. Jackson, and assumptions regarding the lack 

..pf references.to the lump in reports and medical notes. The record 

also shows that defendant Warden Bogan's recommendations to the 

Bureau of Prisons were based upon his assumption that handwritten 

documents in plaintiff's file would not be germane' to his 

decisions, and based upon his conclusion that plaintiff was 

demanding, caustic, hostile and litigious. Warden Bogan's 

assertion that he merely relied upon the recommendations of the 

medical staff cannot insulate him from responsibility. See 

Mlltier. supra•• Howell, supra. 

The undersigned finds it Improbable that a valid qualified 

Immunity defense could be grounded upon evidence that defendants 

"assumed" that certain material activities had been performed by 

others, or that certain material evidence could be disregarded in 
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Baking critical decisions because It was hard to read, or because 

it was "unlikely to be geraane". Consequently, the undersigned 

will recomnend that the defendants' motion for susunary judgement on 

tbsir qualified immunity defense be denied. 

Accordingly, based upon the foregoing and all of the files, 

records and proceedings herein, 

IT IS HEREBY RECOMMENDED that defendants' motion for summary 

judgiMnt be DENIED, in its entirety. 

DATED: S^ 1991 

^ALC 
FRANKLIN L. NOEL 
United States Magistrate Judge 

Pursuant to Local Rule 72.1(c)(2), any party may object to this 
report and recommendation by filing with the Clerk of Court and 
serving all parties, within ten days after being served with a copy 
thereof, written objections which specifically identify the 
portions of the proposed findings, recommendations or report to 
which objection is being made, and a brief in support thereof. A 
party may respond to the objecting party's brief within \ten days 
after service thereof. All briefs filed under this rule''shall be 
limited to ten pages. A judge shall make a de novo determination 
of those portions to which objection is made. 
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STATEMENT OP DR. ALAN BERKMAN 

My name U Dr. Alan Berkman. I appreciate this opportunity to 

submit a statement to the Subcommittee. The Bureau of Prisons (BOP) has 

direct responsibility for the health of some 60,000 prisoners on any single day, 

and from my own experience and observations, significant improvements in 

health care need to be made in order to bring the standard of care to an 

acceptable and humane level.  I have also noticed over the years that the 

philosophy and practices of the BOP influence the operations of state prisons, 

institutions now holding approximately one million Americans.  I hope that 

any positive developments in BOP health care that are implemented as a 

result of these hearings *vill be emulated by the state prison systems. 

Peraonal Bacltground 

I have been a prisoner for more than six years. I am serving a 

twelve-year federal sentence for politically-motivated criminal acts and have 

one more year to serve.  As will become clear from my medical history, I 

have spent much of that time outside of federal institutions in the custody of 

the VS. Marshals' Service.  I have, however, been at the US. Medical Center 

for Federal Prisoners at Springfield, at the Federal Medical Center at 

Rochester, and at U.SP. Marion. 

I am a physician. I was a National Merit Scholar and a graduate of 

Cornell University and Columbia College of Physicians and Surgeons. I 
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trained in Internal Medicine at Presbyterian Hospital in New Yoric City. I 

practiced primary care medicine for ten years, primarily in poor and medically 

under-served communities in New York City.  I was on the staff of several 

hospitals. 

I have also been interested in prison health for many years, long 

before my own incarceration. In the fall of 1971, the Attica Rebellion 

occuned. 1 was asked by the Fortune Society to examine and evaluate 

prisoners who had been injured at Attica and were subsequently transferred 

to segregation units all over the state. The human misery and poor medical 

care 1 witnessed had a great impact on me, and at the end of that year of 

training, I left academic medicine and took a job as a prison doctor at the 

Bronx House of Oetention. 1 was there in 1972-73. Even after I left, 1 

remained active in prison health issues and consulted on cases in both the 

state and federal system. 

Medical History 

I was in good health with no significant medical history at the time 

of my May, 198S arrest by the FBI. I was arrested outside of Philadelphia, 

which had no federal detention center.  I was therefore housed by the U.S. 

Marshal in the segregation unit of Harrisburg Prison. In June 1985,1 suffered 

a complete tear of my left Achilles tendon, causing immediate pain and 

inability to walk. Because of my own medical experience, 1 knew the nature 

of my injury. After a delay of several hours, I was taken to the Emergency 
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Room of a small hospital. The U.S. Marshals cleared the area of all patients 

in a manner that intimidated both patients and staff. The examirui\g 

physician, clearly upset by the security measures, misdiag;nosed the injury, 

labelling it a minor muscle pull despite my objections. 1 was given no 

treatment 

The pain, swelling, and disability persisted, and every day I 

demanded to see a specialist After two weeks, I was taken to see the prison 

orthopedist, who immediately diagnosed a torn tendon. It was now too late 

for a direct surgical repair, but he recommended, and 1 agreed to, a tendon 

transplant The surgery was to be the next week. 

On the day I was to be admitted to the secure prison ward of a 

major Philadelphia hospital, the U.S. Marshals instead drove me 4 hours to 

the U.S. Peiutentiary at Lewisbuig, Pennsylvania. No one was notified of my 

transfer, and it was not discovered until my wife, Barbara Zeller, also a 

doctor of medicine, tried to visit me at the hospital and was told I was not 

there. 

1 was placed in 24-hour lockup in a psychiatric observation cell at 

Lewisbuig, and was denied all contact tvith other prisoners or access to the 

telephone. 

After two days I was seen by the prison doctor, a general 

practitioner with no traitung in orthopedic*. He told me that the VS. 

Marshals had dedded that I could not go to a hospital for the indicated 

sufgeiy. When I objected, he called a kxal orthopedist on the telephone to 
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discuss my case. That physician also stated that a tendon graft was indicated. 

That advice was also ignored. Instead, the prison doctor placed a non- 

ambulatory cast on my leg. 

My lawyer eventually succeeded in having me returned to 

Philadelphia. At a court hearing, the trial judge officially rebuked the U.S. 

Attome/s Office, the U.S. Marshal's Service, and the Bureau of Prisons, 

describing my treatment as unwarranted, inhuman, and unconscionable. 

The tendon did not heal well and the cast had to remain on for 24 

weeks. I have residual disability and a limp. 

Hodgkin's DUeaae 

I initially noted enlarged lymph nodes under my right arm in 

October 198S and brought them to the attention of the prison doctor.  He had 

difficulty verifying my findings, but at my iiuistence, I was seen by a surgeon 

who recommended a lymph node biopsy. This took place in a local hospital 

in early Novemt>er under extreme security precautions that included armed 

Marshals inside and outside the operating room. The biopsy showed 

Hodgkin's Disease, a type of cancer. 

Even after the diagnosis, it took more than a month for me to have 

the required preliminary tests and X-rays because of the security measurea 

imposed by the U.S. Marshals. When preliminary tests showed that 

abdominal surgery was indicated, the government tried to have me moved to 

the VS. Medical Center for Federal Prisoners in Springfield, Missouri We 
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demanded a hearing before the trial judge and offered expert testimony, 

including that of the civilian cancer specialist hired by the government, to 

show diat Springfield was not qualified to treat Hodgkin's Disease and that 

such • traiufer would significantly decrease my chances of survival The 

government initially persisted in the face of this testimony, but when the 

judge made it clear that he would rule in my favor, they agreed to have me 

treated at an appropriate cancer center. 

I underwent a staging laparotomy and splenectomy on December 13, 

1985, again with armed Marshals inside and outside the operating room. 

Post-operatively, I developed a fever, a pleural effusion, and had difficulty 

eating. Despite these problems I was discharged on December 20,1965 with 

an intravenous catheter still in place. I was taken to tiie Chester County 

Prison infirmary where I was shackled to the bed even though it was a 

secured room and I had a guard at my bedMe twenty-.four houn a day. 

1 deteriorated over the next five days, widi increasing abdominal 

pain and an iixability to take anything by mouth. On December 2Slh, I had 

uncontrollable vomiting and had to t>e returned to the hospital on an 

emergency basis. A diagnosis of intestinal obstruction was made. 

On December 28th, I had a five-hour abdomiiul operation to release 

adhesk>ns and drain a large abdomiiud abscess that was discovered. I had a 

stormy post-operative course that included recurrent fevers, hepatitis, urinary 

obstruction, and an inability to eat that required weeks of total parenteral 

nutrition through a catheter in Ae neck. After five additional weeks of 
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hosplUlization, I wai dbcharged back to the priaon, although I was in a veiy 

weakened state. One week later I had to be readmitted to the hospital for a 

ttiird time because of recurrent fever. 

At the beg;inning of February, 1986,1 was transferred back to 

Holmesburg Prison in Philadelphia where I was placed in administrative 

segregation.  I was in segregation during the next ten weeks while I received 

radiation therapy five days a week at the University of Peiinsylvania. 

I lost approximately 40 pounds in the period from December 1965 lo 

April 1986, but I did go into a clinical remission. The cancer specialist 

recommended regular follow-up tests for at least five years. 

Remission 

I was convicted in 1987. At the time of sentencing the trial judge, 

the Hon. Louis H. PoUak, Eastern District of Permsylvanla, stated: "[I] 

recommend emphatically to the Bureau of Prisons that Dr. Berkman be 

assigned to a correctional facility capable of dealing with his medical 

circumstances." 

The BOP responded by designating me to U.S.P. Marion. I was a 

first offender, with a twelve-year sentence, and no history of prison escape or 

violence. The 23-hour lockdown in a small windowless cell with a maximum 

of two hours of fresh air and sunshine a week were conditions likely to 

damage my immune system and allow the cancer to recur. Judge PoUak 

could not block my transfer to Marion, but he did convince the BOP to send 
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me to Springfield so doctocs there could detennine if I were healthy enough 

to go to Marion. 

I was kept in the "hole' at Springfield. I was allowed out of my cell 

five hours per week: two hours in a cage outside, and three hours in a cage 

inside. My doctor was the Chief of Medicine, Dr. Nelson. I found him to be 

one of the most hostile, least competent, and least compassionate docton I 

have ever met Our encounters were limited, but I had the opportunity to 

listen to him speak with other prisonen as well. Jonathan, a 23-year-old 

prisoner on one side of me, suffered from an overactive thyroid. That 

condition can be treated with drugs, radioactive iodine, or surgery. 

Previously untreated young people with hyperthyroidism are almost always 

tried on medication. Dr. Nelson never told the young man of the three 

options; instead he told him that he had to take the radioactive iodine.  He 

did not inform him of the side effects. 

Ten/s cell was on the other side of me.  He was sent there from 

Marion because of recurrent bouts of hepatitis. I heard Dr. Nelson inform 

him that the liver abnormalities were caused by winter weather and 

depression. It was ludicrous. The prisoner was returned to the Marion 

Control Unit 

Pablo was the cell opposite me for part of the time.  He was there 

to have a bullet removed from his buttocks. A nurse came to have him sign 

an informed consent/release form. He could not speak or read English, aiul 

the nurse knew no Spanish. Pablo asked if I could translate for him. The 
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release was for the removal of a lymph node, not a bullet No one had told 

him that the doctor suspected he had lymph cancer. 

Oay was next to Pablo. Qay had his gall bladder removed three 

weeks t>efore I arrived. He was still at Springfield because his surgical 

wound was infected and was stiU draining pus. 

At the far end of the hall, a prisoner spent a fair part of his time 

vnbally harassing the staff; to me, he sounded confused and disoriented. He 

was never physically violent The officers somehow got permission to put 

him in four cover restraints. This meant he was strapped spreadeagle to the 

bed and left there to urinate and defecate on himself.  I believe the 

regulations state that such restraints can only be used for 24 hours. He wore 

restraints from Friday until Monday-72 hours of total immobility, covered 

with his own waste. 

Carlos was in the cell opposite mine for a period of time. He was a 

Connecticut state prisoner who had been held in Marion for years. He had 

gone on a hunger strike to protest his long yean in lockdown. Pursuant to 

BOP policy, he had been transferred to Springfield for forced feeding. Forced 

feeding has been condemned by every human rights group; the World Health 

Organization has called on physiciaiu to refuse to participate in it Yet it 

continues as BOP policy. 

Forced feeding at Springfield is particularly brutal. After a cursory 

psychological examination to establish that a hunger striker is, by definition, 

suicidal, tiie prisoner is restrained. A large rubber feeding is then forced 
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down his guUet After a liquid meal is administered, the feeding tube b 

removed rattter than left in place.  It is reinserted for every feeding, 

subjecting the patient to incredible pain. 

Are these just "exceptions," as BOP Director Michael Quinlan 

described the cases featured in the "60 Minutes" segment? Or are these 

examples from one small unit, 2-1 East at Springfield, indicative of a pattern? 

I am sure that there are prisoners who have received good care and been 

helped at Springfield, but 1 witnessed neglect, abuse, and poor quality care. 

This took place in an environment that included almost constant lockdowns, 

recreation in a small dog kermel cage, and being taken handcuffed down the 

hall three times a week to be locked into a shower. Every thirty days, a 

psychologist came by and yelled through the locked door, "Are you o.k.r 

While it may be popular to demonize prisoners, we are human 

beings. Like other himian beings, prisoners suffer pain, are frightened when 

they are sick, are desperate for human comfort and contact when confronting 

death. 

And there are too many prisoners dying in prison. One of the most 

shocking experiences in my life was being taken through one of the wards at 

Springfield filed with elderly, dying prisoners.  I hope and urge some of you 

to visit these wards and see what it means to die alone in prison. I know 

that when I was close to death last year, it gave me great comfort to have a 

loved one's hand to grasp. 
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That brings me to one last example from 2-1 East, Pedro. He was in 

his late Jfft and was dying from inoperable, metastatic lung cancer. As he 

grew weaker, he could no longer take his occasional hour for recreation. His 

hacking cough and increasingly-labored respirations echoed down the der 

every night As we went to recreation or to a shower, we'd bang against his 

door and yell "hi" to him. That was his only human contact that I know of. 

All other times, he lay in his bunk staring at the ceiling, a black wall, or a 

barred window.  I left before he died, so it is possible that he was transferred 

before he actually expired. 

While FMC Rochester b quite different than Springfield, and Til 

comment more on that later, one thing that they share is that too many 

prisoners are forced to die in prison who should t>e released. My first 

roommate at Rochester was a 27-year-old man with a massive tumor resistant 

to chemotherapy. The staff did not arrange for his release in timely fashion, 

and while he tried desperately to remain alive until his mother could come to 

his bedside, he was brain dead before she arrived. She stayed by his bed for 

a few hours, holding his hand, but had to leave because of the 4:00 p.m. 

"count" He died about an hour later. His experience is being repeated by 

numerous AIDS patients slowing dying in prison cells. 

y.S.P. Marion 

Before my arrival at Marion, my wife, who is also a physician, spoke 

with Dr. Del Valle, the doctor there. He was quite carulid with her and told 
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her ttuit he had never followed a patient with HodgUn't Diieaie. My lawyer 

subsequently researched Dr. Del Valle's credentiab and discovered that he 

had never been able to obtain a license and was not listed as a practicing 

physician with the American Medical Association. 

I found Dr. Del Valle to be courteous and pleasant However, I also 

found it disconcerting that he had to ask me what tests and X-rays were 

indicated as part of my foUow-up care. After the X-rays were done, he asked 

me to read them. If this had solely been a matter of courtesy, I would 

certainly have appreciated it; however, I had the distinct impression that Dr. 

Del Valle, himself was uncomfortable with reading the films. 

A medical license does not guarantee competence, and 

correspondingly, the lack of one does not guarantee incompetence. However, 

licensure and required continuing medical education are seemin^y the best 

ways society has devek>ped to insure a minimal level of knowledge by 

medical practitioners. The federal government has refused to adopt these 

standards.  I understand that there are several doctofs in the system, 

including three at Springfield, who are not licensed. The only thing possibly 

unique about Dr. Del Valle, then, is that he is the only doctor at Marion and 

has no colleagues with whom to confer. 

I believe licensure or certification is a problem for physician's 

assbtants in the BOP as well. At least one of the PAs at Marion told me ttut 

his only formal training had been as a medic in the military. The relatively 

brief training received by medics, with the emphasis on military trauma, b in 
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no way comparable to the training at a recognized Physician's Assistant 

school 

It is important for the committee to understand that both access to 

medical care and the daily practice of medicine is controlled by paramedical 

personnel. Everywhere I have been, iiKluding FMC Rochester, I have found 

this to be a problem. I worked closely with PAs and nurse practitioners for 

years, and I believe they can and do play an important role in health care 

delivery. In prison, they are the front line: they run sick call and visit 

patients on their units.  It is a tough job and a vital one. The most important 

decision a primary care practitioner makes is the fundamental one of who is 

seriously ill and who is not The requires Icnowledge and experience. PAs 

can play this role, but more often than not in my experience in the BOP, they 

play it pooriy. 

I believe that in terms of day-to-day care, the poor quality and lack 

of supervision of paramedical personnel is one of the biggest problems that 

the BOP faces.  It will be compounded as the prisoner population increases. 

Independently of the BOP, 1 was evaluated by Dr. George Solomon, 

one of the leading specialists in psychoneuroimmunology-the specialty 

concerned with the connection between stress and the bod/s resistance. 

Taking into account the lockdown and other conditions at Marion and other 

segregation units, and my history of recently having had cancer, he was 

willing, for the first time in his career, to make a prediction on a specific 

patient Even though Hodgkin's Disease is often cured by the course of 

12 
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radiotherapy I received. Dr. Solomon predicted it would recur if I were 

subjected to thoce extreme conditions. He proved to be riglit 

fanttr iwiutena 

I was transferred from Marion on a writ of habeas corpus ad 

procequendum in 1988; I spent much of 1968-1990 at the D.C jail in 

Waslungton, D.C Pursuant to the recommendation of the US. Marshals, I 

was held in segregation. For a full year, I was never allowed to go outside; 

subsequently, the federal judge ordered that I be allowed two hours a week 

outside. My follow-up exams for the cancer were sporadic despite my 

constant reminders. 

In March 1990,1 had a CAT scan; it was seven months overdue. In 

early April, I discovered a mass In my lower abdomen, and a review of the 

CAT scan showed multiple enlarged modes compatible with a recurrence of 

the cancer. Before treatment could be started, a biopsy had to be done. 

When both the D.C Department of Corrections and the VS. Marshals refused 

to schedule the biopsy, my attorney conUcted the Hon. Louis H. PoUak, in 

Philadelphia and the Assistant United States Attorney responsible for my case. 

The AUSA then contacted the chief counsel for the BOP. 

I requested to go to FMC Rochester for the biopsy and subsequent 

chemotherapy; my second choice was to be treated in Washington. The 

BOP'S position was that I could only be sent to Springfield. Judge PoUak, 

having heard testimony about Springfield at the 1965 hearing, told the BOP 
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that Springfield wu not acceptable. On April 2Sth, Judge Pollak iisued an 

order directii\g the BOP to tend me to Rochester or to have the biopsy done 

in Washington. The BOP refused to obey the order and notified my attorney 

ttiat I was to be returned to Marion where Dr. Del Valle would decide if he 

thought a biopsy was indicated; if so, I would then be sent back to 2-1 East 

in Springfield. Judge Pollak blocked that transfer. 

I grew more desperate.  From my clinical condition and the CAT 

scan, I knew the cancer was back. I knew time was ruruiing out And I also 

knew that getting treated with intensive chemotherapy at Springfield was a 

death sentence. 

The prison doctor at D.C jail broke the deadlock and arranged for a 

biopsy at Howard University Hospital.  It was done under the direction of 

the U.S. Marshals. I was kept shackled on the operating table while under 

general anesthesia with my abdominal wall flapped open. The biopsy was 

positive for Hodgkin's Disease. 

The next day. May 4,1990, there was a conference call among Judge 

PoUak. the BOP, and my lawyer. The BOP assured Judge Pollak that 

Springfield had a contract arrangement with a board-certified oncologist who 

%vould supervise my treatment My lawyers ttten called the county medical 

society in Springfieki and researched that doctor's credentials. Contrary to 

the BOP'S statement, he had not passed the oncology boards (board certified), 

and he was not even eligible to take them because he lacked sufficient 

M 
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training.  He was not a member of either of tfte two major medical sodetie* 

for cancer specialists. 

We so notified Judge PoUak. During a subsequent conference call, 

he again told the BOP that Springfield was not acceptable and urged them to 

send me to Rochester. They refused. On May 13, the AUSA notified my 

attorney that they were moving to lift Judge Pollak's order barring my 

transfer to Springfield. On May 14th, a column by Anthony Lewis 

concerning my situation appeared in the New York Times. That afternoon I 

was offered an agreement under which I would be treated in the prison 

lockward at D.C. General.  I agreed. 

I would like to briefly explain why I was and am convinced that 

receiving intensive chemotherapy at Springfield would have resulted in my 

death. 

I had deep and well-justified doubts about the competency of Dr. 

Nelson as my primary physician there, and I also questioned the competency 

of the contract oncologist who would be supervising the therapy. But an 

even deeper problem was that Springfield, as a hospital, was neither 

equipped nor staffed to adequately care for seriously-ill medical or surgical 

patients. For example, during chemotherapy, the patient loses his or her 

ability to fight off infection. Since I had a prior round of extensive radiation 

therapy, I was even more likely than most chemo patients to have such 

problems. Overwhelming infection-sepsis-is the most conunon cause of 

death of patients receiving intensive chemodierapy. Since a patient with a 
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compromiMd immune system who is infected can go into shock and die in a 

matter of houn, immediate and effective diagnosis and treatment is vitaL 

Under optimai conditions, an episode of septic shock in an immune- 

compromised patient carries a mortality rate of approximately 55%. 

The conditions at Springfield, to the best of my knowledge and 

experience, were far from optimal When 1 was there, there were no doctors 

at the hospital after 4:00 p.m. on weekdays or at all on weekends; they took 

calls from their homes, which could be quite a distance away. The 

psychiatrists who worked on the psychiatric ward took calls for the medical 

and surgical patients, even though they had little or no training in medicine 

or post-operative care. The X-ray and lab fadlilies were dosed after 4 pjn. 

and on weekends. 

I had ttiree episodes of septic shock during the eight months I was 

hospitalized. The fint occurred on a Sunday; 1 remember it well because I 

heard the N.Y. GianVWashington Redskins football game on the television as 

I faded in and out of consciousness.  It took three doctors, including an 

attending surgeon, to statiilize me.  I required 24-hour, one-on-one, intensive 

care nursing. I was on sw different antibiotics, a drug to keep my bkxxl 

pressure stable, and received multiple transfusions. 

I firmly believe that if this episode had occurred at Springfield, I wouM 

iwt have survived. 

The BOP will undoubtedly respond tfiat critically ill patients are 

transferred to a community hospttaL The reality is that even if the doctor on 
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call is prepared to nuke that decision, he caiwot effect it The doctor has to 

convince the Warden of the urgency of the transfer, and the Warden Q\en 

has to pull together a number of guards sufficient to malie the move and stay 

with the patient By the time that wotild have happened, Alan Berkman 

would have been dead. 

Why did the BOP refuse to send me to Rochester, as I requested on 

numerous occasions and as Judge PoUak ordered? Their answer was that I 

was a high security prisoner. I was condemned to die unnecessarily because 

a prison bureaucrat had incorrectly made me a level 5 iiutead of a level 4, or 

because some other official decided to send me to Marion in violation of the 

established regulations. 

My case is not unique.  If you are a maximum security male 

prisoner in the BOP, and you become ill, you go to Springfield. If Springfield 

is not equif>ped to handle your illness, as they were not equipped to handle 

mine, you go there anyway. A long sentence (or even a medium or short 

one) becomes a death sentence. 

I do not know if thb policy of triage is written down somewhere, 

but I know that it operates.  It happened to me. I was with many prisoners 

from Marion, Leavenworth, and Lompoc while I was at Springfield, but I 

have not met any prisoners from those irutitutioru while at Rochester. 

Civilian doctors and hospitals biage patients, governed by the 

principle that sick patients who will benefit from sophisticated hospitals go to 

them. It saves lives. The BOP has established a triage system, governed by 
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the principle that "security" determines level of care and chance of survivaL I 

earnestly hope that the Committee will direct the BOP to change this 

inhuman practice. 

Lastly, this issue of "security" is indefensible even on its own terms. 

While the security of institutions and of the prisoners must necessarily be of 

concern to the BOP, I do believe it is largely a red herring when it comes to 

medical care. Over the years, I have experienced pretty much every way the 

BOP and U.S. Marshals can secure a prisoner. I know for myself, and I 

believe this is true for other seriously ill high-security prisoners, that I would 

rather be locked down or even shackled to a bed at FMC Rochester than be 

treated at Springfield. Prisoners, too want to live. 

RchabiUUtion • PMC Rochester 

My course of chemotherapy was extremely stormy and lasted almost 

eight months.  In addition to the general debilitation that accompanies cancer 

and its treatment, I suffered paralysis of my legs and arms and moderate 

damage to my heart My doctors and consulting physicians all recommended 

that I be traiuferred to a hospital specializing in rehabilitation therapy. 

This did not happen, but after further negotiations with the BOP, I 

was transferred to FMC Rochester. 

Rochester is far superior to Springfield. The close connection to the 

Mayo Clinic means that top quality care and consultation are available. The 

Mayo affiliation also makes Rochester a more attractive environment for BOP 

M 
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docton to wori(, and with only an occasional exception, the medical staff at 

Rochester seems competent and professional. Here too, however, I believe 

that the physician assistants are not adequately trained and supervised. 

I would like to give one example from my own experience to 

illustrate the difference between Springfield and Rochester. 

About one month after my transfer to Rochester, 1 spiked a fever of 

103 accompanied by chills.  It was a Sunday evening, and my floor was 

covered by a PA. The officer on duty called the PA, who said he was busy 

but would try to stop by later. After an hour or two, another prisoner told 

me he had seen the PA using the bathroom on d\e floor. I went and stood 

outside that door and spoke with the PA when he came out I briefly told 

him my medical history and my recent symptoms. The PA told me to take an 

aspirin and see a nurse in tte morning. I asked him if he would at least 

check my temperature and examine me. He said no, because there was 

nothing he would treat me for on a Sunday night 

I went back to bed but began to feel worse. A prisoner somehow spoke 

to a nurse on the floor above me and she came down to see me. When she 

saw me and checked my temperature, she went bad( upstairs and got the 

doctor who was covering there to come down and see me. Rochester uses 

physicians in trairung from Mayo to cover the hospital from 6:00 p.m. to 6:00 

a.m. and on weekends. This young doctor decided to transfer me upstairs to 

the more acute unit WiUiin a few hours, l>asic Mood tests were drawn and 

came back, and the X-ray technkian was called in and took the d>cst X-iay 
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Q\e doctor ordered. With this information at hand, the doctor waa able to 

start appropriate intravenous antibiotic coverage by 1:00 a.in. 

If Rochester can arrange to have young, well-trained doctors moonlight 

at night and on weekends, why can't Springfield, which is larger and has 

post-operaiive patients? Why can't the lab and X-ray fadlitie* respond the 

same way at Springfield? The positive aspects of care at Rochester should 

serve as a model that Mi\gt up the quality of care throughout the system. I 

am afraid, though, that it will remain an exception serving a public relations 

function by deflecting needed criticisms away from other aspects of health 

care in the BOP. I hope the committee addresses this problem. 

Other Issues in Prison Medidne 

A) In the "60 Minutes" broadcast. Director Quinlan responded to 

questions about the feahired cases by labelling them "exceptions." He quite 

correctly pointed out Aat there are bad outcomes at community hospitals, as 

weU. 

As I have tried to prove, I do not my case or my concerns were 

"exceptional." The defects in care in Springfield; the poor quality of some of 

the physicians, the lack of medical coverage and lab facilities; are systemic 

problems. While I have no basis to make statistical analysis of the care at 

Springfield, my subjective impression (torn my stay there is that the morbidity 

and mortality would exceed that of a comparable community hospital 
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In medklne, u in many other fiekb, it is tfuough the study of 

exceptionsl cases that the most important lessons aie learned. The vast 

majority of patients who go to a doctor-some studies estimate as liigh as 

85%-get better on their own; the human Iwdy is a wonderful machine. That 

is why teaching hospitals have death or mortality conferences, and why 

medical journals often feature case studies of patients who were 

misdiagnosed and^or incorrectly treated. These are the cases that iUuminate 

systemic flaws. 

I think all three cases featured in the *60 Minutes' segment 

exemplify systemic problems: medication being taken from a new prisoner 

and not replaced, surgery being done by a doctor inadequately trained to do 

H, a prisoner being triaged to Springfield for a life-threatening illness that it 

was not equipped to treat Tlie only thing 'exceptionaT about these cases is 

that tttey got public attenikm. 

No one likes criticism. The medical profession is notoriously self- 

protective and has historically claimed the right to be self-policing. The 

prison system is worse in this regard, and prison medicine combines the bad 

features of both. 

Patients are prisoners, who are relatively poweriess, often poor, and 

with limited dvU rights. It is hard for a prisoner to make his or her voice 

heard in the face of those obstacles. If he or she does succeed, there is all too 

frequently the direct threat of retaliation. I recently witnessed an encounter 

between a stroke patient and his doctor over whetf«er or not the doctor 
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would give peraiiMion for the prisoner to have a fan in his room. They 

disagreed, but no voices were raised, and it was a civil exchange. When the 

patient persisted, the doctor said the patient was refusing treatment and 

would be transferred from Rochester. The patient was aghast t>ecause there 

had been no discussion about treatment, and certainly no refusal on his part 

Ultimately, the transfer did not take place, but the threat of stopping medical 

care or of transfer to a less expert facility was there. 

The courts cannot be a substitute for effective oversight A patient 

incorrectly operated on is harmed for life; a patient who becomes critically ill 

when no doctor is available will likely die. There is no recourse. The courts 

cannot direct the BOP to send a prisoner-patient to one facility or another; 

you may recall in my case, the BOP openly refused to obey a formal order 

from a federal judge. And finally, even in cases of gross negligence or 

malpractice, tfie patient who is a prisoner must meet a higher legal standard 

of proof than an free person, demonstrating deliberate indifference rather 

than simple negligence. 

B) BOP offidab have stated that BOP medicine meets community 

standards of care. This strike* me as painfully ironic when some BOP 

fadlides are staffed by physicians and paramedical personnel who are not 

licensed and could not practice in any community. 

Q Many of the problems of prison medicine are rationalized away by 

prison officials who contend that prisonen make particularly poor patients. 

In a recent Washington Poat article. Director Quinlan was quoted as saying 
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that part of the difficulty that the BOP faces in recruiting physician* is the 

dangerous and manipulative nature of prisoners. 

I dispute that characterization. I have worked as a prison doctor, 

and I have lived among the highest security and presumably most dangerous 

prisoners in this country. On a number of occasions, I have seen prisoner* 

hurt each othei; on a few occasions, I have seen prisoners hurt guards; I have 

never seen nor directly heard of a prisoner hurting a medical person.  I know 

it must have happened, but I am sure it is a rare occurrence. Such statistics 

are probably available, and it would be infonnative to check them before 

accepting the statement that prisoners pose a threat to medical penonneL 

The myth of violence toward medical personnel is very actively 

promoted by the security staff. When 1 first started working at a prison, both 

the security and medical people emphasized the need for protection and the 

importance of not being manipulated by prisoners. A doctor who shows 

respect for the prisoner-patient or perhaps even compassion, is quickly 

notified by the security staff in a thousand different ways that such behavior 

u inappropriate and perhap* dangerous. One of the more concerned doctors 

at Rochester b disparagingly referred to as "Mama* by some of the 

correctional staff because of her concern for her patient's welfare. 

I have been a doctor for twenty years, and I assure you that it i* 

fanpocsiMe to make a correct diagnosis if you discount what your patient tells 

you a* a lie. The patienf* description of how he or she feels is the most 
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valuable part of a medical evaluation. And without compassion, how can a 

physidan fulfill hii or her role a* healer and comforter to the ill and dying? 

This does not mean that piisone^patjents never lie or manipulate. 

They can definitely have ulterior motives.  Yet so can many patients in 

private practice or in the military. Every doctor knows what it feels like to be 

manipulated by a patient who wants pain killers or tranquilizers.  In civilian 

practice, some patients try to convince the doctor to declare ti>em eligible for 

workman's compensation or disability. Some doctors specialize in 

exaggerating patients injuries from an accident for insurance purposes. As 

long as illness can deliver secondary gain, in prison or outside of it, 

practitioners will have to know how to recognize and firmly deal with 

manipulation. 

From my perspective as a prisoner, the true forces governing prison 

life are power and domination. The technique of mass control used are not 

so different than those of a military force occupying a conquered territory. 

Medicine, to be effective, must be based on co-operation and individual 

attention. There will always be a coi\fIict, but if medical care is to reach the 

community standard, the practitioners caiwot be inculcated with the attitude 

of the correction staff. Security coiKems are the context in which prison 

medidne b practiced, but it is disastrous if they become the overwhelming 

content 
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SiimiMiy Mid RecommendatioiM 

1) The mission of Springfield as a nominally full service hospital should 

be (e-evaluated. 

2) Medical triage inside the BOP should be based on the prisoner's illness 

and need for sophisticated care, not on his or her security status. 

3) Physicians and PAs should be required to obtain licensure. 

4) The Morbidity and Mortality Committee at various BOP facilities should 

have outside physicians or members. This would hopefully dispel some of 

the ii\sularity and secretness of prison health care and give some reality lo 

the commitment to achieve the commuruty standard of care. 

5) Individual federal prisoru should be accredited by the National 

Committee for Correctional Health Care. This would be in addition to the 

Joint Commission accreditation of the hospital facilities. 

6) I believe there should be a review of the number of patients dying in 

prison who are eligible for compassionate release under 420S(g). Too many 

patients terminal with AIDS, cancer, and other diseases are unnecessarily 
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spending their last days in prison. Congress made its intention clear by 

passing 4205(g); I do not believe it is being implemented. 

7) The policy of forced feeding of hunger strikers should be ended. 

8) I have not addressed the growing problem of HlV-related disease among 

prisoners.  Having seen the incredible suffering such patients undergo, I 

would urge the Committee to review BOP policies and practices in regard to 

these prisoners. I have also not touched on the particular issues relevant to 

women's health care, but the growing population of women prisoners makes 

this a priority. 

Again, I thank you for this opportunity. 

62-519 0-93-8 



222 

»T.  PAUL OrrtCB:   (MOO  WOIII.X> TMADE   CBKTBII ST. PAUL,  MM   &B10t 

APPENDIX 6.-LETTER FROM RINALDO REINO, PRISON INMATE, TO 
CHAIRMAN WILLIAM J. HUGHES, AUGUST 12, 1991 

August 12,1991 

Senator Wllllaii J. Hughes 
House of Representatives 
Coonittee On The Judiciary 
2138 Rayburn House Office Building 
Washington* D.C. 20515-6216 

Desr Senator Hughes» 

I am sending you Lhla letter In reaponse to your letter of August Int. 
thanking Be for sy testimony. When it came, I was In the hospital.  There Is 
where I made up my mind to put this sll'bshind me snd get on with my life. 

Senator, your letter and gift changed all that, I will cherish them for the 
rest of life.  If a man like ma can get a letter, that ssys United States Congress, 
than maybe something can be done.  1 thank you for that. 

In your letter you ssld, if anything arises from my tsstimony to let you 
knov.  I will let you decide whether or not It has.  It begsn at 11:00F.H. In 
Rockchester, Minnasota, Tuesday-July t6th.  1 wan askedby a P.A. to get ready to 
go downstslrs to receiving and disohsrge to get dressed and leave tor Washington. 
We left sbout 4:00 A.M., Weddesday-July 17th and arrived after 7:00 A.M. and cane 
directly to the hearing.  On the flight I had a cup of coffee and a roll.  1 believe 
you adjourn for lunch around 1L:30 A.M. After our testimony, the P.A. gave me a 
lunch box with a half of plAt of milk, and told me they where taking me to the 
hospital.  On the way 1 was told they were tsking me to the D.C. Jail snd put in 
the infirmary.  Instead, 1 was put In a holding cell, where my lunch disappeared. 
Now it was 3:00 P.M..  T was told to get undress and get ready to go up to the 
Imfirmary.  I asked for help, they ssld "no".  So with the help of a Inmate I got 
undressed.  There I sat naked until 5:00 P.M., it was only than when I received a 
pair of overalls.  I was put Into another cell, where I stayed till 2:30^.M., 
Thursday-July 18.  All this time In my wheelchsir and no food. 

When I arrived upstslrs a doctor questioned me.  A hslf-hour went by snd t 
was saked'about my medication,  I told him It was given to the receiving office 
and that was the last I hesrd of that.  At 5:00 A.M., (still In my chair snd no 
food) I wss told they where taking me to court.  1 ssld, I was finished with 
court - would they call the Harshslls office to tlnd out.  I was told to shut-up, do 
whst I wss told and a few other words. 

Senstor, I wsnt you to understand, I am not a nice person when someone 
hsrasaes me.  I wss so close to getting home, I held my tongue, told myself another 
24 hours and Its over.  Hdms was something I never thought would happen and X did 
not want anything to cbaogs that. 



I wu taken to th« HarshalU holding p«n at 7tOO A.M.. at lltUO A.M. one 
of th« Marahalla gav* nc a bag with aandvlchca.  By this tine I was so sick. I could i/ff' 
sat.  It waa 12:00, ona of tha Marahalla who brought as in pasaad ay call and 
asked what I waa doing khere.  I explained* than asked if he would bring ne upstairs 
to Court, ao they could aee for theaaelves what waa going on. 

Ha aaaaed very upaet. he aaid he had called right after they left ae there to 
take Bie back. The nan left and returned In 10 or 15 minutes.  Said, he spoke to 
the captain at the Jail, as we were talking (maybe 15 minutes) they came to take 
me back. 

Again, it started all over again.  I changed my clothes (with the help of a 
inmate), put In a holding pen again until 9-10 o'clock that night, than upstairs 
to Imfirmary. Doctors examined me, asked about the medication, told them the same 
thing.  They could not believe 1 waa there since Wedneaday and waa not given any 
of my medication or a bed.  When the doctor saw the condition of my lega he called 
a Lieutenatit for my medication and a bed. 

Now. they put me in a bed. 11:3U Thursday night they woke me up at 5:00 A.M. 
gave me pancakca and milk, took me downstairs to wait for a Marshall. 
I arrived home about 11:00 o'clock, Friday the 19th.  A total of more than 60 hra. 
in a wheelchair, leaa than 5 hra. on a bed and vary little food.  Senator, you 
Judge what happened.  Was it Racial?  I waa the only white man there or was it Just 
plain Rarraament?  I don't know, you decide. 

t hope you receive thia letter before you leave for Spriogflald.  Here are a 
few names I would like you to see  

Jimmie Luma 00790-032 
Vlto Mango 33270-438 
Mr.Nicholas 3-2 Vest   A Muat 

Mr. Nicholas is a man 65U lbs. bean there for three years. He clalma he haa 
vfltten to everyone and no answer. This man doca not know what a bath is. He 
haa not had one in the time he's been there.  He has an Infection on the bottom 
of his stomach, whatever you want to call it* it lays on tha floor on a sheet. 
Its like boncals on a ship.  He smells awful, all he wants Is to take a bath. 
No one wanta to be near him.  Plaaaa,'Senator see him,'I promised to say something 
on hla behalf. 

I could go on and on and tell you ao much about men who died, who uaed to 
beg me to atay at their bedsides and talk to them, knowing that tomorrow they 
could die alone, as sc many did.  If you ever aaw a man cry, than maybe you could 
underatand what I'm trvlng to tell you.  I know bacauae I went through the aame 
thing three different timaa.  For aome reaaon the man up there pulled me through. 
Why ma, I don't know, maybe it was ao that I could tell you what la going on. 
I would like to believe that.  I know that many men would die regardless of the 
doctors, but I do know that aome could be ssved with the right care and good doctors. 

-2- 



Dlractor Quinlln said, that the sjrstcn was short about 50 p«rsonel.  Senator 
Its not the quanlty of doctors, the problem is quality. We both know most of 
the law suits are not trust but even if a third of then are true. The money the 
government pays out they could afford the best. 

Director Quinlln said that 60 Nl^tutes stor^ was unfair.  1 don't think they 
vent far anough. 

Senator* I want you to know that If you need me again. In anyway, please don*t 
hesitate to ask.  I would do anything I have to.  Thank you for making me a better 
citizen. Maybe, In time the faces that haunt me will go away. Only than I'll 
know that I did something for my fellow man. Regardless, of who they are. 

Sincerely, 

. (rl' 

Rlncldo R*lao 

RR:pJr 

-S- 
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APPENDIX 7.—A SERIES OF ARTICLES FROM THE DALLAS MORNING NEWS 
CONCERNING MEDICAL CARE IN FEDERAL PRISONS 

Bad medicine imperils 
federal imnates 
Staff shortages, crowding hurt quality of care 

nm«f itxp«m 
By Olive Tiiley 

RoooM HDU«r WM • bMfUir J3-]r«W-oM 
cmrpnur fnm ioaxh Ttxai «tua tM w 
WDitacad to fedanJ pnsoo toe f<isif)lii( 
gaa rKordi H« w rclMMd ttrlj — dl^ 
n^und tad lapoUBi — twcsuM ol whM at- 
tkuli caU«d itM 'dcvuuutc cOvctT a< 
fBr|WT te oMWrtDi •) iba UA M«dlC4l 
Cnur lor F*d«rtl Pruoacn. 

SM nnh. a M'rur-otd fonMr nek 
dn<rar caavwud of h«uUac Mcaio*. 4M ot 
• tewl aiuck M tte na» prti 

c«aiv. in SpnafntUL Ua R« had railarad 
cbcn pMaa for Mvartl bo«n vn)w« uaau- 
uOoa by • doctor. A pruoo doctor Ular 
coociudad ihai Ur. PUtAI daMk Uk^ 
could havf b«eo prrvtoMd. 

Duuij RAOMTV KOKDcad lo HVVB 7«an 
ID frdcnl prUoa ea • tu caocootL *M 
bllcdad by u ovcrdoa* of iro^ pracnbad 
b7 • KcDmclT (iruca doctor wheat prvrica 
babuid ban •Inaatal)' MM Ua lui sadkal 

Mlki n«*a»«,» fhrtical thtrap7 Mslmal •! th« UA pvlyt^ *T • »u-ok». walk d«riBf • ^•^VT*^*io 
Medical CMi«r for P«d«r»l Ihrlsonvn !• SprlnfflaM, Tli* SyrlagfleM ccaiar to tha larfttt medical radii 
Mo, halps 9$-j*»r- *A AB3a«U 9«CaUM. laft partiaUy     oparaM4 bj tha UA Baraas of Priaoa^ 



•   <9. Hm m. mm 

CAM AHO PUNHt.^lllTl MKDICINK BIHIMD %,^% 

Bungling, neglect afflict prison medicine 
taiMU  SMm.  ta •  f«te«l 

dM •/!«• pnsoa ofncub wiiiibaU 
bar B«dlc«Oaa for «piJ«p«7. accnr^ 
lAf 10 luuiai vbo wi iDcv 
ccrmtad witk ter. Ctu^/m ifaiaii 
tM 41-)«v-«M •Mter bad baa* 
drappad ibonty btfor* bar dalk 

tone bavt r«|anM tba U^ Bonas 
of Pruool — tod iti baaltb cart for 
Inmaui — M tba Cadillac of tba •» 
DOD'i oarMTk d lUia tad f<daral 
pruMu. Bel 4B tnvaiTHtDOQ br Tba 
DaAai Momiiii Htm* r*v««ij a aadl 
csl vftnm pUfMd by itvtn orcr- 
crev'tflat crttkal sborufaa of dec> 
tora awiaf aod pbfAOaa'!! «•» 
aatt. and llf»-ihnaiaaU( daUi* tB 
muufan of Inmau pancaa to Bajor 
prtaoQ boapitali. 

BasK bcaJtb car* for prtiooan 
leanercd uBoo| S3 fadanl pruoa f» 
cilltlat — Tiua tua tb« BOH IA iba 
aaaoo witb irvts — AJJO IS ibvanad 
by lacuniy coosMlcntMai, Dcbl 
budcetl bofuucraac d«la)rs uid 1» 
|al •ouo^kmenii. r\< .^fewi dtacov- 

ri'i^lllil'iiliWIiMI 

llll'lHI'llfMlMLliI'M 
Plillili.nWffllill'liM 

BaiasaDsnisggsg 
'HM rtsoll. •ccordlac lo lAMr- 

vie<«4 witb pruoo penoutcl tad la- 
rsalM. M w«ll M revicwi o^ Uwmua 
aad laumaj docuiMati u • bMJtb 
car* lyntn that wtvUc provvdlaf 
|Ood cart for muii. lomcaiDa crv- 
•tfi amdlcs nirfen&i tad dcatb. 

Todar. iba octrlr SO.OOO rtdaral 
pnaooan Oad ib«aarlt>aa is • "tab*- 
it-«r-tca«*4r' fjmcB la whxb la- 
laatM' raqucm for Mcood opiaKMM 
fv«tr in fTtotvd. ivca wtwD iba 
ia»atai offer to pay &ai of ibtir o>« 
poeiiRt lamatct art oo( iIlo«*d 10 
look ti ibair «DQr« s«dicai fUaa. 

Dr Kxoaetb \tontrufu. acdlcal 
dlracior of rb« Buruo of Pnjooa. 
tar* loaata recvivt • 'quality «( 
cart coonswoi «nta cofu&uaity 
naadardir — • ptd* IUM csiaMisbad 
to oaaf lb* Coosutatioe'i ulcfuardi 
•faiaii crval and «o«naJ poaisb- 

Ho*^v«r saay of tboM ctoat to 
Iba pruoo bcalUi lyrtrn iky \\ lackj 
Iba D*«r«(bi to ibwid capav* p*. 
tttna fna lOcoapMaoi docton tad 

Mori ibaa half of tba dociort vbo 
pncnct la tba aanoai fadtral pr» 
oo> faO law two dlvtryt caWfonaB 
)«uac doctor] fraab o«i of raaidaacf 
protram - BM of »bea art par 
la( back tba lavaraaaai (or Bad» 

wTltlac *Mr •idicil mlaUi ~ «r 
oldar docton vfae haw ratlrad fr«« 
traa «orW pnoicaa or »bo prtW 
ooalr «Qrfe«d la ocbar |ovmini« 
lasamnotL neb m tba Btlliafy or 
lb* Vffiar«BS AdBUUMnttoM. 

Nrbapa tba Ha(la bmcal bvdla 
ta provtdlaf —dtcal cart hr t»- 
Maias It tba ««r«Blaf tboruft of 
docun.' Xtm Boraaa of Pnsou u o^ 
araoac witb JP vacaadai la in ta- 
tboruad BodicaUttrfical mff of 12p 
denort. Aad. accardla« to Or Uoni- 
nf«- (te pnaooa ooald ba aadar- 
Haflad by a> aacb aa « parcaat bp 

peoadad bp *««B aora atvtrt lbor^ 
«Caa aaaoec rafisurad aarw a^ 
pbynoaai asnsuats — cooJd nacb 
'ibaolota cruu* proftortxHu u) tba 
paxi II iBoaiha. Dr Uont>ii(v laid. 

(a aarlr Uap. Prasadaai Buib ta- 
nouacad pUaa to ipaad SI biUoii u 
Kconaodata MOOO additMaal fad- 
«r«l ukmataa by tba early 19m. That 
90 parcaat locrtaat la tba pruoo 
popalaoeo woold (111 tba trntmi 
alraady wrapped taadtcal lynca. 

'If tbcrt u a Bfuilcaoi —liaf 
to tba vtmrnj" Dr Montsuft laid. 
'It IS tba sbonafa of baafib car* pro- 
ndarx- 

Slaoa ba uiok tbc past aa vadtcal 
dl/vcier ta Oactabar IM7. Or idont- 
mci «ud. ba baa strvQlad to bira 
•ort Bodlcal paraooaal tad ufca 
otbar laprevtaaoB. partioUarlp la 
tba arta of aaaunag qaaUtjr. 

ffis afforq bavt tiaca baaparad. 
ba laid, bp tba laarUa labartoi la a 
bttnaaoacp of tlOOO aad bp tba atf- 
•ovt lAaga of pnaoe Badicuia. 
vbtcb dnvas away top>flifbi pcopla. 

'Over tba laat 11 laooibi I bavt 
baaa labonaf a(aiosi a toof bworp 
.. wttb repvd to a aafaovt laafi 
IB carrtctieoal baaltb car* la |tft- 
araL aei *vta to tpaat witbla tba 
BOP ' Hid Or Monmfa. 

Yai b« 11 fbapocal of uuoau 
(npH. 

He«avar. 
e o a p t a 1 D 11 
•boat tboddy 
baaltb car* la 
fadaral pnieas 
art «oicad aot 
ooJy by lomaiaa 
but also by pri' 
»ai* docion 
•ad lawrart 
•ad «*«B pnaoB 
atdKAl partoa- 
aai RttpooM 
bp tb« Buraaa 
of Pruoos. cni- 
tcs coBtead, bas 
COB* tlowlp. i( 
aiaU 

Behind the project 
Thd Ott/I«i Uornfnf H€w% 

cooflDtd Its io<iuiry to locdlcaj 
and lurgtcal care wiibm ibc 
US Bureau of Pnsoos; ptycbta- 
tnc treatntDi was aot t%^ 
niDcd Tbe ycarloQC iovestif*- 
lioD inclutted mitrviewf with 
mort tbui ISO people wbo have 
MrsthdDd knowledge of nedl- 
cil care btbiad ban — docton. 
oursdS and pb/ncian's assrn- 
tntsi inmaicr. Uwyeir. pruoo 
•dvocdler. and bureau offlciali. 

TTid JVrvf alM) examiaed 
nearly 900 lawiuiu in (be fed- 
eral jurudictiofu in wbicb ib« 
bureau's three Ur|rsi pnsoD 
bospitAls are situated. PTIMB 

officials denied sevrril re- 
quests under ibe federal Free- 
don of loformatioQ Ad for lo- 
temal audits, accreditation sur- 
veys aod backgrounds on 
medicdl staff members. The bu- 
reau also invoked the Pnvacy 
Act ID refusing to discuss spec- 
ifics of doseni of individual 
cases. 

However, many loiemaj 
nemos and other docuneots 
were obtained by TTid -Vrvs 
ihroogh individual sources 
outside of offlciaJ Bureau of 
Pruons chaancU. 

mm'.'n^fnnn 

(hat mv only rcaj hone 

—Daiui Inin, 

Oa<nd Ifvim, 
a Uwytr tad 
former U.S 
BBK^traia la 
UKiagtoa. Ky. 
»oo a SAlS.OOa 
J « d f a a a I 
•|wan lb* B»- 
rtaa of Pnaoaa 
oa babalf of aa 
loaaia wboaa 
ta| bad to be 
•aputaiad ba- 
caosa of wbai 
naia aadlca 
•taaiQtrs 
lenaad   laco^ 
paiaai cara. 

'Ai a forvtr fodaral dtftadar 'tf I wtra a nek laaat*.' }fr Ir 
•ad Ia*Y*r ta tbii field for 2S rears, via said. '1 vo«ld fc«l tbai ay ooty 
I caa ny «ilboa( equjvocaQoo tbai reaJ bopa (or tretiacol »ould b* M 
•fdtcai iannca la iba ftdcral |«i myialf ovtnd*. eiibar by far- 
pruoa nniaa U paibetK tad aa- lougb or to b* rafarrad oatnd* for 
raspoosira.' Mtd Joba i. CUary. a aadkal cart.* 
Saa Dtafo lawyer 

la Cluca|0 Ian fall. Hi District 
Td bt rrlBctaat to tata ny dof   Jiid«* PrtatK* UarrhalJ dacUaad 

to iben.' w ftod a nek defeodaai to fedaral 
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CAW! AMD rUHISHIb^MTl MBDICIW MMIMD BAk^ 

priKW bK«BM of -v«r7 dl» 
hMfiAiUiig uuUDCM' uioai eMb«r 
111 d«fcD<UQU b« ttM] MDt to pnsoa 
«nd wtM Itaa aot r«c«tv«d td^quiM 
bc«lIhCAf«. 

h IS tboM btlMft ibti Dr Uorll- 
nifv Mid b« I «orki&| to <lUp«L 

'For ib« BOM put, «b«o *oa*- 
bodr la tbt |CD«rtl public bckn • 
•cflUM ot pnwa svdiciB*. tt 
ruses tb« tpacier of dark comdon, 
b«r« bolbt. akobollc pbriicuni 
«bo nar bavt lo<t ibcir llccascs la 
• natt oearbr aad art bcra at tb« 
cod of ib« road.' uid Or Uont- 
roO- • commmiootd ofn«r ID ib« 
VS PttbUc Hctltb Semcw. 

'la fact' bt uK nb« luadvds 
tbat «t bivfl pit wio plKt wlibia 
tbc r«d«ral Burcas of Pnsoai csr- 
uiaJr t>tl»t that I would w*koB« 
anybody watkioi ibrougb oat o( 
our lastituuofu aod walkios 
Ibroucb a bcaltb cart uoll aad M*- 
!&( ib< e«lib«r aod qoalitr of (bt 
pbnical plaot at »cll a* tbc bcAltb 
c«r« providsrt.' 

Tbs betltb c*r* tbal •« pro«ds 
to ibt lomaisi "ntbio our cwtodj U 
|ood care. quAJity cart." be »d. "ta 
torn* lOfiBDcc*. Illcvco twttcr car* 
thaa «bsi aa ladividual wbo is not 
an lamaic «oald b« able to bav* ae- 
ccntn' 

lodi»d. Thd .V*w». la m ycarlonf 
ia<tairT. docomaoted »aay la- 
fuocas la »tiicb pnsoatn 
rtcBivcd «>pbisiicatcd treaimtaL 
iBctudioi b«An bypasi nifi^T. 
caaccr cbtaoibcrapr. kidntjr dlaly- 
su aad cvce kidnar traasplaott. 
Son* pnsonan bav* wnncn ib* 
Dtpartmaat of Jusnca la apprvcta* 
tioa of tb« a*dic*l can ib*r 
r*ctiv*d. 

Bat IB otbar cases, mmatts bad 
trottbU ictnoc IMB by • pbyitcua 
or obiaioini ibt aoat tinpla dlaf- 
aonKictu. 

Cntiea 07 >*«» probl*«J la 
pnson b«altb care pnmanly |0 M- 
cbKkcd b*csuM of a w«ak loitniaJ 
sysita of p*«r rtv\t«. ib* Burtaa 
of Pruoai Mil iapoa«d wcrtcy. in- 
Biat«s lack of crtdibillty aaooj 
pmoo doeton and tb* pobllc l am- 
tud* tbai pntoDcn itttrf* "htl- 
e*«^^app»Iulotb»a 

Pnioo officials dcai*d i«»eraJ 
r*iiu*)Q aadar tbc Prr«doa of In- 
foraaiioo Act tor docnocou oa la- 
laraal atidia Kcrediiatioa iwrvtyi 
•ad liii|atioa pensiaiiit to otdical 
cart Tbc Burcas of ^isoai also la- 
«ok*d tb* PtivacT Act 10 rcfwiai to 
discuss tpcciflcs of doitas of ladl- 
widual cases pr«*otfd by The .Wcwi. 

Tht Srwt <oari&ed lU iD^uir? to 
Bcdical aad lurfical treaiacat 
pvycbiaux trcauaeai wu aot cu- 
Biocd- TV X<wi lattrvitwcd aor* 
tbaa ISO people. laclDdioi cnrTtai 
and toracr pnsoo staffers, past and 
prescBt loasies. lawyers aad ^IS- 
Men' advocates. TVcarly 900 law- 
suu «*r« ffsanioed ID tbe federal 
jansdlcoooi la whieb tbt Bureae 
at PrUoas four larger federal 
ynsea aedlcaJ faciUacs art slra- 
•Md Aaoai Ib* fladiacK 

MaHc Lockud and SSufd WdkuM 
wait to Mt a phT«ldao*i mlirinr at 
cnc Spnn|tlcid ncuiCT • ^talt 

• PaiMia* 
available at all of tb* SS prison facU- 
ttics- la »Bc of tb* imalltr prisoa 
•aits. iDBiates bave acccsa oaJy m 
ptajrUcian'i  aBtstaaa 

Raymond Webar 
(abovt), an inmate ti 
tK* Sprir^ifieW ficilitT. 
is admirusterrd chc- 
mothcnpy by nunc Ida 
Jur^l*. 

penonnel iiaiocd to icreea bot &01 
treat patiflnn — *bo dccida 
wiietbcr tb* pnsoaen Deed to bo 
exaaiaed by doctors As a rcnlt 
aaay iDaaits do DM |et proapt 
proper diainoMt. 

laaaie Urry .Ulpbia. for txaa- 
plc. uid b« coapiaiDcd for tlv* 
aoDtbs of aausca aod abdoaiaal 
paia at ib« Vi PtDiteotiary la 
Terrt Haute lad . pbrf>ciaD 1 tssist- 
aats accused bia of fakioi aiaea. 
Only •b*tt Mr .Ulpbia bad w 
naicd rwo uaits of blood la a aattar 
of boun wii b* !**• by a doctor. 
Tb* doctor diaf DOMd Mr AUpbiBl 
illofss as cBDcer b* dl*d T*O r*an 
Ut*r at a(e JB 

• Evea vbea illDrtses are dlaf- 
DOsed. trcitaeDi oftco u deUyod a 
loot (bat Ibt iJloftSi becoaes Ufa- 
tbJtaicaiDC bade Gark. Jl, )ia- 
leactd to 2S yean for • baak rob- 
bery la Cotyu Cbnsn. *•• nowa 
froes West virgiBia to a pnsoo boa- 
pital u) UxmgioD. Ky. for so e 1 
pacy bysterectoay Evea ibo«(b 
doctan la W*« Vlrfiua baUtvX 

b«r IU« vag la d*a|*f. tb* bad • 
wail ibr** Boatba for tb* op«ra> 
ooa. 

Stdaey Uayley, n. iervia| 2S 
yean (or baak robbery, bad a bia- 
tory of csacer aad bad prevtoosly 
bad lurgery la pnsoa for Up caa- 
ccr But u was lu aooib) slier b* 
Doiifled prisoB offkuls of a tvspi- 
cious luapoe bu >a« befort be ua- 
dcrweai dtaiDaetic icsti la Rocbo^ 
tar MlDD Aa ouDidc doctor fouad 
ibat only immediate nr|ery coald 
i»yt Ui Mayley'i Uc. aad aa o»*r» 
tioa was perforaed «itbia M 
bovri Ht Uayky rvccaUy u- 
d«rw«Bi recoe«nKiiv* targary 
jDd II recupersnaf 

• Ocfpii* a lO'cruaent airllfl 
operated )oiaily by ib« BBTMB of 
Pnsooj and la* Oi. Uanbals Uf 
tea. Ill laaata — iaclwUa| soaM 
ea*r|tacy patleaii — ar« forcad m 
oodarfo lott«. dmlUMi trtfi m 
TMcb prisoa aadkal caatan. 

PnsoBan MacBad 10 bw Han*- 
fen - wbicb tbay caU 'mwttl 
ibenpr' - art sbadtMd m tbelr 
baads and r*M aad rbilnrl la tb«<r 
seati lor bo«n4aaf rtdM and* 

mafistrata daaczftad as-Ite yM.- 
la OM txault docaMBMd br a 
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CAW AMD >UMI«HI^^MTi MBDICIW ••MIND BM. , 

Crowding, staff shortages plague prison medicine 
kailT 111 tABBH — MM «1tk UM^        WM Ih« BTllM 4<K1V W^T^ Ika Icallr 111 taSBH - OM «1U 
laf an)«a4 hii brau — aor* dua 
300 BilM fef |ro«ad uBbttlMM 
froa K«AM« lo UlHOttrt. 

LMI D*c«ab*r, tb« gov*r«AM| 
paid aA v&dl*doMd Mnl«B«at 10 
tk« r«aUr of VtonM fUmi. A. of 
Nonb CAroUnA, «bo dl«d of ••pbf» 
UQoe «ftar • |iurd Up«d Us MOttk 
tbfll vlih dad tjp« dulsf • bw 
masftr. 

ADOOMT Inacu. AQCUM Uai» 
rac nfftnd KMMU cardiac afTMl 
and dlad wiuuii 24 hoon of ku ar- 
rival at Rocheflar AccxtfdUl » a 
lawralt fUad ^7 Ua family. th« 
lethal attack occuirad afttr a 1> 
hour bu tnoffar tnm H*1n|11aM. 

Sona famala laouiaa haw eoa- 
plalDad ol bcUL( daolad HBltvy 
oapUna whUa Lo trantft 

• Madlcal racorda o/taa do aM 
acconpaoy Lruuiaa — tvaa «aaf> 
laacy patlaoa — whaa tbar an 
traosfarrcd tot nadlcal can, a& 
cordlnf TO memoa obuioad liy T^ 
ff«vt. la iha case of oo« lomata not 
to tba madlcaJ caoitr al Sprl&(flaid, 
fonnar naU Lstarnift Dr. Daata 
Laaducd vrota Uiat nha patlaai ar- 
rivad vltb 10 llttla docuaaoiaooa 
thai It «aa uapoanbla to kao* 
wbara ba caaa froa. lat alooa wbat 
vaa wrofif with Um.' 

• Soac docioTf "bo practtea ta 
fadarml pnsoa lad Aaarlcaa aadi- 
cal tralUAi or board cartilkailoa 
10 parfora tba ipacialty work thai 
ihay practloa. 

A McxlcD-tniaad doctor at tha 
Padaral CoiTcctloaal lajtiratloa la 
Laxlaftoo lott bU Ucanaa tAar tba 
Kaoiuckj aadlcal Ucawln| board 
daianalAad that b« had fallad to 
provlda propar nadkial cara a la- 
aau Joaa Sam. Us. Sam «OB a 
H2S.0O0 ;ad(Btol acalJUl tha |0T- 
anuaaoi tAar otbar aadlcal ai- 
parts lastinad that bu Uf had a bo 
•apuuted bacauia of Dr Pail PI- 
chardol daUp and fallona la 
trcatacal of Mr Sem'a nocvlar 
problaas. 

• Wb«a coa/rootad with art- 
daoca of malpractlca or Mflact bf 
doctors or oibar mciUcaJ paraooaal. 
pruoQ ofriciala bava ravpoodad 
slowly. J at all ta tha Sam caaa. 
accortHni io a roraar prUoo doC' 
tor. ofnuaiJ Allo*«d Dr Plchardo 
IO r«si(n raiber tbaD (Ira bla. tvaa 
•ficr ihcj dcitnaisad thai bu mat- 
Bcoi bad b««B Lnadaqoata aad that 
jvdgDCDO ifaian hia totaJad 
oaarly SI aillloa. 

la Spnofflald, aona aaaban tA 
tha op<radji| rooa naif ««n so 
coDcaroad abovi tba (loaUncaOooa 
of ooa nrftoD that thay fUad for- 
sal pnMam with iba borpial ad- 
nlAlatradoo. Tba coapUlata cana 
aAar wbat naff nrmbars taraad a 
«TOB(fal death. AJthoa(b tha ad- 
Blnlftratloa rtadodad lOBa of tha 
ror|0OD'i oparatiai prlvUaf ea. 11 al- 
lowad hla u cooOaiia othar kladi 
of oparadooa. 

Per U ytariL tha baraaa haa 
foafht • lawnlt aUaftaf tha 
wroBffal daath of a Tarn Rata ta- 
aata wbo <M wtthla 10 alaiMl of 
balof adalalstarad what hla (as- 
l]y*i anorMT aUaiad w«a aa laa^ 
propriaw dra( a ooaaar a 
aiihaa aiiaek. Tba laaaaa'a bailr 

aalAlai tha patlaat YVa docar r» 
alfaad froa iha priaoa ir«a« 
wtthla tha la« Bva aoaika miA 
praanra troa « wtrdaa dlaatlaOad 
with Ua parforaaaca. aid i iMroi 
wtthla tha prlaoa fyftaa. 

• Tha bordao oif pnrr1dla| ao^ 
IcaJ cara la axacorbaiad br vm* 
crowdlaf, aadantafflai aad rMa( 
haaith can coaii. Accordlaf a tha 
boTMii calcalaHooa. la fadlitiat 
ara ovarpopolatad by aa anrafa af 
fO parcaat. witb aosa ultx Mch aa 
tha yatropoUtaa Corraetleaal Cas- 
tor la UUai. ovarcrowdad bf •• 
BBch at IS4 parcaat Oraravwdlaf 
la partlcQlarlj ac-ataat •lalaaaao 
runty auBpa. r«ch H iba sawty 
op«oad Bryaa. Ttiaa, caap^ which 
ki orumTwdad by 2M parcaat 

As tha aoflibar of paopla ce«- 
nctad of fadaral ctlsat growi — 
partlcalafly la d^^ caaa — aad }»> 

Ev«n choufih cKis Inmate of 
(he Sprinincid priaort la more thaa 
80 years oJd aiia walki with a caaa. 
Kc U considered a tccuhty risk wdeQ 
Ke goes ouoide. He must wear ihac' 
Ues ar>d be eaconed by three comc- 
tioru office It. 

B033S&9D[^^I ^^^^ 100.000 by tha 
rani of iha eaa- 
tmry 

Tba aaabar 
of Uuaatea p«w 
by 75 parcaiit la 
th* Vi'i^l^U p*' 
rtod •fldl&4 la 
IMI. wbUa ttafT 
lavvls lAcraasad 
by oaiy 23 par- 
caat. aeconUaf 
a tha bartati 
tMI rijcal yaar 
bodfot Ba- 
twtaa mo tad 
IMI. tba coat of oatnda aadlcal 
cara for laaaias roaa SOS parcaat a 
UO^BilUoa. 

la addlUoa a • vacaadas 
amoBf •adical aad tarilcal doc- 
ton, tha boraaa caaaoi tUl 43 of tho 
230 aathorUad aarMr Jobs aad 170 
of Iha 400 laihortaad poattoas for 
pfayvlcUa'i aalitaaia 

Al tha Padaral Corraciloaal la- 
•Utatloa la IfUaa. Uch, hr axaa- 
pla. tha sathortMd aadlcal ooaplo- 
aaat M 17. CarraaHr. OM doctor 
aad two pbystdaa's aaaitaaa pr» 
vtdo aadlcal cara for aora thaa MO 

11HJ1U11UII.I1II.JJ1 ^ 

oranU aadlcal 
cara thoy 
rocoivt. 

Howavar. of- 
rafaaad 

afaacy laid la rocorda oe tawi«ia 
ara caapatortaad la fUaa coetala- 
tac othar la/oraatloo that offldala 
aid la aiaapt (na pabUc di>cl» 
far*. 

[aaataa tad dafaaaa aitoraayi 
arftM that aoat aadlcal eoaplalaa 
aavar aaka H a tha coarthoaaa 
Maay Laaaiaa deal bara aooay a 
hira lawyort. Oihar laaataa fa« 
roprUaL Aad aaay prisoaon — 
aad aroa Uwy«i — ttp thoy an 
daaand by tho pocallanoai aM 
coaplaiiaaa tf fadartt priaoear 
lawfiia iha« raqalra taaaoai a «» 
bawl laa«ihr adalalotmln 
afpaali bifen lelac a eoiil 

let Hf. li tte Irtna iiiii hi<« 
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W«iM« IUnl>«. • prtaouff ai ika PWM^ CwTKdMi l».      ttcdltr^ cMn7ir« H • fvUvw luuw kMAt toek w I 
Mlnitoa la P«n w«nk, «•!«;« 4 loAar frlJiC 4Ar (• 1^      e«U •'W tb«ir IsacA krvak. 

)ouI •*lpr»ctk« cMmM u lofi« M 
ttej tn vorklAi wixhia ih» KCf* 
of ibAlr ittim. Unllk* provtof 
MtU<*°<^ H>iut a doctor ta prV 
TiU pncOca. lasiUf 4bo BOM 
prava that tba piiioo irnia 
ibo««d 'dallbann ladUftrwca' w 
tbatr nadlcal o«ada. A prtwaar. for 
txaapla. eoaJd pmr« that • doctor 
w« a^U|«st tat MU M( racovar 

fvas vbaa Uuuua do nccaad 
ia «xhas9tla| adal&ittradva 
tpp«alj and |*mnf thalr cam 
bMTd IB cosrt, tb«r alBoM alwtri 
loaa. 

or iba utfir we tawma PM 
H€9t uuBioad IB OaDM. Port 
Worth. CWcar). Uxiagio'^ Sprtni- 
(lctdaadUUuic«pQLU.I*n Otaji pro 
doiaa ratiliad ta favorabU nlinp 

UgaUdaa Htda. obaan-tn oT tha 
pn»e ir*ua HT ••dicai car* ba- 
UAd ban L&aviublr la Tln|ad br 
tba abkllAi boatUirr batwaaa ta- 
utM utd ibttf U«[>«ri. 

-iri o« Jmft tha boraaucrmcT, 
bat tba tmna» »hich pnvano 
tb«K (looataa] froa obtalnloi 
traatBtai.' Mid Haw York •noTDay 
Ntthu DanbovitL H« npnMDiad 
AIM Baadaraon PoUart. tha wlla 
aad accoapLka ol coanctad [iraaU 
ipjr ;oaathu PoUanl. In an onnc- 
caatfal lavrcli tU^clac that ih« baa 
racalvtd inKU^oaia nadlcal cara. 

Lawnis mad br prUoAan oftaa 

raraai tha dapth aad WBaOaaa a»> 
ford cooiaqnanraa of that nroala 
(ocpowar, 

Par axaapla. prUoa offldala !• 
»prlncn*id rafBMd to allow laMia 
aurora RadwiM • UrMr-oU 
World War 0 'ttarac conrlctad oa 
drU rl^hti chariaa. to fpa&d htt 
own moa*7 oa orthopwUc ihoaa, 

Ur. Radvlna. accordlnf to hU 
lawialt. had ovoad ooa pair c< 
onhopadlc iboaa for ID yaan aod 
bad «t>ra tbaa ui suia aad fadaral 
prlsoa ror tha pravioiu thraa r*an 
baTora thar *ora oat Ur- ftadvtaa 
•rfoad that prtaoa-isoa *ho«i ban 
Ua faat. acpavaOai Radical prob> 
lami that caoaad hla to mm *orL 

-CoauBOB lacua nar ba at • 
^mjoa ban, b«i It »oiiid Mtm 
that ptmumiLi patlDooar to bar 
tha , madlcal thoaa at hla owa ai> 
panaa »oold ba tha loflcal lOtflttoB 
10 this dlltaiaa.' SOMB Spaoca. a 
wtitADi fadaral pabUc daft&dar IB 
SprlBfnald. vToca oa Ur Kadtna • 
bahall 

Aftar II BonthJ of lt|aj rm- 
(1104 • JBd|« paaiad Ur Rad- 
vtaa'i raqoaat 

Chica|o attoraar Mfray Slalft- 
bacL «bo hai rtpraaaotad doaaaa 
ol Lomataa IB Tadarml pruoe. lold 
tha nf of var barwaaa uuaatai tad 
JaUan aomatuafl bacoaat 10 La- 
tanja (hat aathorltlaa aithhold 
aadical traaiaaai u pmnlahjaaaL 

' Yoa'n • ouUoftrar, or I dool 
Uka /«• — 10 raffar; * ha laid. da- 

•criMai tha janadJcad atOnda of 
9oaa prlaoo docton. 

Doctan aod aanaa ttj. haw- 
avar. thai it la difncvJt to >on ooi 
raal irmptoai Craa nafad all- 
Basil aapadaUT taoa| • pvop of 
paopU who Kt UfjaJy laaaJpute- 
tlra. anaducatad aboai ihalr O«B 
phmcal wau-balof utd who dl» 
trul aar madlcaj dlafsoalj ihaf 
racaiv^ 

Uadlcal itafTan — a*aa th« 
(uardi — walk a d«htropa la • 
BoooUthlc rritaa that naka* ao a*> 
lowaacaa for ladlridnali. uld (vaa 
Fall, who bafora Ua racaat ratira- 
aart tpaat 29 jaan aa a foard. 

'Wa'va |0l Muaa dama |ood pa» 
pla IB thlB i7*taaL Thar ^OB** 
waat to ba eoaoad by laoataa. bat 
ihayTa lamflad ot |ovaraaiaat r*- 
taUadeo.- Mr. Fall Mid. 

Is inX for Kzampla. Ur PiU w« 
crldcUad br foparton for provtd- 
Iht a wbaalchalr — a|alnat a dOC- 
toTl ortlan — to a eoarwt who *ai 
drlni of caacar aad toe waak le 
walk to tha X-nj lab. It wu tha 
homaaa thiB| to do.* lald Ur Paa 

Tha problaa Is bansf to appjp 
iha tana naadarda » avarroaa 
wh«s thafra DOt ailka — thari coo- 
trvT to huoaa valoaa, bacauaa aot 
tvarybodT la allka. Tba |ood u aot 
riwaMad.    . 

'Wbao yooTa la that aavljoa- 
naoi 90 looc' Ur. Fall lald, "^os    ' 
look Dp and taa uothar khaki sal- 
forv.ftbaconaaahlar.- 
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CARB AND PUNISH    INTi MKOICINI BEHINOM    ^ 

Prisoner died after bloody ordeal in surgery 
Dr. Swium didliMd M 41ac«a fUrdmu WA Dr Si>uaoa » 'dtt- 

Uaaaem or kli wauv M • ataft iw* 
|M* M tba UA MKUCSI CMMT for 
PatenI PruoMn ai SprtnffUld. 

-Ur bM«c pMDoo.- Dr WUIKM 
wraM A« OaOM MBTHIHC r<r««. "It 
itel tkt fna u Dot a pro(«r form 
tar erltt^ or ^id|*MtBt <aic> of xhm 
Mdlcal profamoa- 

Or. Swoaiea. • a»<ail«d "pof 
bock' p4fncua. jDtMd tbt pruoa 
ryittm m pan o( ba tbrto-roor oMI- 
|«O0« M th* U5. PttbUc HoAhll S«^ 
vtca IS ram tar to*«nitM 0- 
ftanciBi of hia nodkaJ trmuuac. Ho 
hod bo*a worbB| for about flv* 
Bootkt ag • |«Dcnl furiooa M 
Sprufflotd wboa b« antsptod u r» 

Uooaoal right loof. 
T^ tnrfceo (radaaiod frea tbt 

CoUcfc of OsteopoUuc Mcdlctat and 
SuTfciT u Dts UouMt. lowft, 10 J»ao 
tftl aad perfomod a ibrcereai' |«B- 
«rti sur|«r7 rest^ocy ai tbo Mtahi- 
|U OnoopoUuc Mcdicol Ccoitr ta 
Dttroii (roa lIU lo IMS. accordiBf 
to a ipokcswoouo ai ib« .^locncoa 
Col1«ft o( OncopaOuc Surfory OfTt- 
ciali at OM Iri(bui McdtcAl CcDior 
is Linoat. .SUch.. uid ht coaplciad 
ttw flnt jrcar of a ibr««-/c4r iraiaiof 
profTon IB thoraac aad conU» 
vaooiUr fW|Bf7 

Dr Sivuuoe uid m a bn«( IDMT- 
tnr<r iboi bo l«fi itta traioioi pc» 
(Toa 'unlor durcs' lo («UU1 hu 
|ovf nuD*D( oMisaiioo. 

Evea ition iba NUnaoo nrf«n>. 
accxirdiac to M*craJ romor aad cor- 
rant ofwratinf rooia naifen. *oao 
Bcabon of ib« nir|icaJ i«as qooo- 
boaod wbatAor Dr Swwuoo hod tha 
minlof utd tocbniqua to niccoaa 
fatlr porforw tbo procadurts bo m- 

"Wo had iToubU «i 
bocaoM bo hod poor comnuucaooo 
•nth tha OR 'Ofwranoi room) looa 
aad bt WM doio| coaaa 1 dtdat ibink 
bo wa> qualiflod to do.* laid obt for- 
aor optnnoc rooa BBTM vbe 
aokcd noi to be Donwd for fear of r*' 
tnbonoo fmia pnaoo antbontMB. 

~Ht had a tfodeocy to |ei la 0"^ 
bis hood.' utd aaotbof opcratiaf 
raoa naffor ^bc alao asMd M ra- 
aaiB aiudootiftvd. 'I tbiaft Dr $»•&• 
MB bad dirftcoltioi la r«co(DiciBC 
bu own liniianooa.* 

At loan oo< oprratia( room ourao 
iHd bt ukod Dr Svaoooo'i tuprrvv 
•or. Or JasMX Ctawv>a. tbo e|u«f of 
boolth profTiBS at ibo SpnaifUld 
pnsoQ twopitaL lor • bntflng oe Dr 
Wouoa'i iraioiBg aad lurpcal 
pnvtlofti. Tba ouno taid Dr Cow- 
(oo rtftttod to prowdt rucb tnloraa 
tWB. 

ABKIBC tboti wbo had ^MRMBS 
waa Itn. StuU. "bo trtqiioaUr 
«orkad «itb Or SwaiuaB. 

'Hal a vary taan BOB.' tho 
aant loitf. "The oiilr thia| that bo's 
lackiBf IS comiBoa toaat w mr. 'I 
tfoBl kiMw what fa douf. t oood 
btlpi Ho baa OB tfo problem.' 

Or. «m^ Hordaaa. a Spnaf 
flold vaonlar mrctoa «bo works m 
a coaooltaai ai tbt pruon boofiBL 
Mid Or. Swaaaeot crcdcBOali look 

Dr. HardaaB satd kit uptriobett 
With Or SwoBSOB proaapiad Ua M 
wnit a lotlar is tha board of Sgnac* 
Raid CoaaanitT HoopiaL whieh 
latar bkxkad Or Swaoxa I apv<kB> 
tlDB (or sarpcal privti«|«t ibtr% 

-1 aid that aliho(4b I thoagbt Ui 
lacbBKoJ abiUtr wa probobty ado- 
qnaa. bu ]ud|iiMfi( 11 clearly OM op 
W iho fiaiMlard of cart that «t prac- 

Varna HoAar MafiioB iMt i»eko 
10 bar bofboad OB Pab. S. iWf. oaa 
dojr btfora bo *» to aadtr|o mr- 
|tfT at tbt oaiMB I OtdtK aod Uri- 
M a>odical faollTT for todtrvl la- 

Sho coojd toU bo «» acarod. oBd 
sho tnod bof boat to coatan hia 
ovortbopboBB 

ClrcumnoAcat, bowwtr. dUBl 
lead tbrtualva u comforL Ho 
placod ih* call from twhiad tbo ban 
of a pcBitcDOMry bospitAj. ibo ao- 
rwcred ib* call it tt>« Frdtral Cor- 
r-KDOtkol InsnratKQ is Waaaatoa. 
CaiU. «b«rr ibo. too. wa arvug a 
pruoa scDif Doo. 

-1 talked to tbt doctor (Dr SWOB- 
loa) «bo law] It va • tinplo thu^* 
Mn. MaftsoB aid. *Ho M4 Irs 
|otn| to bt OK. ' 

She WM (orihtr reacurad. ibo 
laidL by ibt ptcTurt bcr bosband bad 
(OBI jttst • Bkooib carlltr. oBo sho 
bad tapod to the wall of ber pnaoB 
ctlL It tbowcd UvTVOC* HaasoB 
suitfd up for tbt pruoa Mftball toaa 
at tbo Ul Pcojieanary at Lavta- 
worth. KatL. wbtft btfort biS illaaa 
bo bad beta MrviD| I ttytor SOB- 
leoce for baak rolybtry 

Oespiit boiaf ov«rti|bt. tbo ^ 
toot nunacbiood. dark-bairtd aad 
dart<oiBplejoootd Mr Maasoe bad 
klwiyi ippctftd healthy cxctpi for 
a iuu)(4 coo(h tbty both innb*- 
ltd to bu iKtnaai imokioi of cifa- 
rrrtta. 

Tbcy wart laarrtod lO Reao. ?*tv. 
IB Aufun i«*3 He wai oo paroit OB a 
tbefi coovwooQ. tbt wu oo the roB 
troa a federil halfway boua i& SOB 
Joot Calif, whtrt tbe bad beta coa- 
pletto( a teoitDCfl for boot robbtry 

Ht bad btto wtntuii for joan w 
ftt atamed.' sbt latd 

.\ad ibtrr bad bctit link coapaa- 
lODtbip BDd lovt in Uwreaco !tfaB- 
loo 1 life Hu parcDO. who bad bt«a 
IB ibctr SQs when be wa borm. wtrt 
dead- HU four iiblinp. who accord- 
inf 10 i pruoo paycbiatnc rtpon 
wtrt aocb older waattd Unit to do 
wiib bia. Mn MaaSDs laid 

EvtB btfort be laamad. Ur Uaa> 
•00 bad tptfit iBoct of bu adali ytan 
btbiad ban, A rw^jfu mat a i 
compuitr profriiBiMr «a bu ioef- 
cm ptnod of {iiDfttJ (Biploynaet If 
va prtcTdtd tod fotlowad by itras 
ta cou&ty jaili. Callfonua pruoao 
aad ftdoral loekopa tor t*crythia( 
froa far|tTT a saIUa| drop a ro^ 
bia|boBbB. 

Ha also adalttod a aBaf drap. 
aad tht PH thaoruad ihtt bo paOod 
tht baak roMory ihM iMdod Ua IB 
Loavtawonh to load a USBadaj h» 

B« Un. lUtmm said ift« il> 
thoB|b bar biitinil did aoad aooor 
10 sapfon a dra( baUL tl WIHI bll 
— Itwhon 

-Ht dlda-1 watt aa e« dob^ 
•rtataw I w« pjtBf u do a a^ 
port ay draf at. so bt did li tar 
an' Un. ifiMTi aid -II an hia 
asrofprmvac**-* 

tU Boeth bafert ite vtMa^ 
Mr UaajoB b«|M robMag baala if 
aad down the CalliorWo ooiM. PB 
reports ay bt adaiitad to aiso r«^ 
btna barawii JHy » aad Sopt 11 
Ittl l^ara «tr« oo imorMt tbt i» 
<al taha wai UISM, 

~Ht 4M B« ancapl tt dlapda 
hlaatU.' aa nt affUvrtl aoad. "Hs 
foald approoek a baak aUtr aad d» 
aand aoBty ladkartaj th« bo bad 
a  (la.   Ha  atver dtsptayod  aay 

bosbaad w aialk sway froa bar aad 
bar txptanvt drag baM& bat bt 
rtfnaod. 

"Ht didst waoi to Icavf «*. b«l 
be iboold hav«.* ibt laid. 

Un. Uanaoa aid bar batbaad 
toid aotbontics that be occastoctaUy 
aaod dp)^ kadlai tbca to baUra 
be bad a dni( baML 

Tbt coon caoJdBl uadtmaad 
why bt bad foaa u>u tha.' tbt aaA 
'lanr wooldBl itU UMIL and ibty 
woaldol let Bt icnfy at Larry^ 
tnaL' 

\U Uaasoo was MOMacad a • 
yean — the imoaoa mtasca tor 
oaarmad baak robbtry — tsd aai 
a Utvooworth. 

A yaar laur. after ba wat (na» 
ftrrod a tbt pruoB bapital a 
Spno(fltld aad caacar va dUf- 
Doatd ta ha r^i luof, Mr UaoaoB 
lOOfbt 
aina. 

1 j 
ay rtalB to ay « 
do Doi Dood It Yoo oood a do wbai- 
rvtr foor btan tolls yoa.' * 

Mr Manae foUowad bit baan. 
Ht cofueotcd to furftry. bal OM ba- 
fort bt drrw op a will a pro«id» 
wboi he coaM (or ibt oat pcnoa ha 
lovtd — Vtraa Hoaatr Maaaoa. 

• 
Kally Saall aauaad oamai cara 

'or Larry Maoaoe aboai • aa oe Sa- 
arday. Ptb J. i«7. the day aftor ba 
aaratbOB forierr 

At >bt acaaaod tbt ouniB| Boas 
troa Ibt prrvwMt ibift. Mra Saal) 
uw that tbt y&atax bad bad a roafk 
rtstltaai(hl 

Newly e*«ry l5 Biavtta. accord' 
ia| to the chart, avrsa bad i&facad 
doaas of ViUta. « traoqaillar. aad 
aorphiot raUtia. a paiaklUar. laa 
latraveooas baa anacbod a Hr. 

By 9 p.a. aocordlBi w ikotaeaat 
a tho loc ba coadltMa bad baa 
Ultadacntxal 

BIlpo oa aeeiion aaaarod ikB 
raa of bis baanbaaa, aad a««i 
ktpie 
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@U)je iaila;s; piontmg ^h^ 
A bloody ordeal 
in surgery led to 
prisoner's death 
BvOtiveTallcy 

SPUNCFIELD. He. - Th« nrfwy 
Kbwlal* for P*b.«. IM7. pottad eo • *UMT. 
wUta en»M« bovd abev* tte nrfteal 
MiM. rwd- 9 CM. — UbttMmy — IlinjMi, 
UvrcMM. Jtcg. Urn. 7M0MI1 

Th« optrstMo « tb« U^ Uadlcal C»^ 
tar for Ftdcral PrUoo«rt. 6enfa«a to ro- 
•or* • ccDcvrous spot (nn piisoocr !.««• 
rtsct MuL900'i ngbi loni. had been to* 
<Jcr »•/ Aboot u botu- wb«B cntu struck. 

'I cut vcDOtott this fvyr jrcUad Dr. 
CcorfcComa. 

Tbe nrpcal fuff w«icbed M tb« U4» 
ibesioiofir nruaed vcmly lo iquMSt tu 
froia the black. ballooD stuped air baf tnto 
Ur Maxuoa I viodpip*. 

Tb* air baf bad b*«a pllabla ooJx as 1»- 
naai bafora. bai aow it wu nfid Uk« a 
fooiball la Dr Conrtn i baadi. Ii waa ito 
first nfo ibai iha afrjraar-old Mr Maeaoa 
wai IB iroaMa. 

Dr Uicbacl Swaaioa. tba 4l7aar-oM 
swrieoD naodlof ovtr ib« patMOL cvnad. 
frcennc tha Knb tcaa to pUca. 

Tba frtas-fuitad laaa watcbad aiU' 
loiulT as Dr Swauoo nt a bola is Ur. 
Mauon'i cbast cavity, pitrcad tba laA 
broecbaa and laxtsllad aa air nibc oaoida 
iha bodr 10 rv^mbllab ilia airflow b*. 

) 

y 

SURGEHY GOES AWRY 

On Fab C IMT. Or Uttftaal 
ramowa acanoaRM apot tro> 
Lawranoa Manaon i fighi lun 
Tha •ur9arT awv a«ry arfian 
O Swanaon. aflar alapftig ti 
Manaona ngM broncf^ua. pm 
aacond itaota md cut in N« 
irac^aa. tAunmg oil av to IN 
wmuftgaa-p* Thaa^gictf 
laam waa roread le 
eonairud an amargancy 
atrwav 10Mr Uanaont 
Ml k^ig and anamol 

What wtouid Kava Daan 
a rour-fKwr procadwa 
bacama a r.tfia-'wttf 
o»Oaa( •« wfticn 
Ur   Manton I EriOOd 
«raa racMacad iTvaa Iknaa. 

n«««o ib« iracbca and tba Icn Isnf. 
Al oxyfao wbooahfd ticadllr 

ibrmifb ib« plastx mba laio Mr 
MaoaoBi body. Dr Swaiuoa rt- 
focttsad bif anaoooa oa tba ob- 
rtrvctioa to Mr  Maasoo* br«aib- 
IBC 

TW fu^roa. Q7ui| to cloaa iba 
air*ar to tha n|bi toa^ ousiakcajy 
bad ««pj«d aod nil Mr, Maoaoa'i t»- 
cbca. catnui oft air to botb laa^ 

tt w« (ha bcfwuoi. acmrdli^ to 
naabcn o< tba tcrtib laaa. of a 
Moody ordaaL Tb» vu^rf. K&ad- 
lUad for four boiin. lattad aioa. Or 
Swaaioo. asnstad by Or. LaUad L 
Waoal. U removad Mr Maoaoo i aa- 
tira n(bt laac aad rcassanbM bU 
trachaa 

Aa Iba doaon «orkad. opcratuf 
roe« panocLoaJ rtoUL Mr Maa»a 
litarallr ipvwcd bknd 

'fry ibc (aUooa.'taid oo« Durm 
W« pumped Mood as fast H coaW 

ba doaa,- MMJ taotber. Wa nayba 
replaced bu Mood three rinai Wt 
ja'-t hiB it.17 aaia or Wood" aad 
Bora ibaa JO uain of Mood praducn 

TB nrpnied the maa caaa off 
iha laMa.- >ud a third sona 

By I pa.. »bea Mr Maam ft. 
aaUr w» rolled into the namtj 
rtxMB. tba Kmb icaa wat cxhaanaA 
Aad ai lean «»» of m Bcabm 
wartfunooL 

TiM chttf opvranBi rooa avM. 
ifoa Jaatar. sabninad hu riqaaw for 
a iraasfar that ifteraooft. 

B«l for rcfuierad aara KaUy 
Saali tba bomr »•• oajy ^g^*. 

SawQtaao bom aflar the afar» 
Oo« - aflar aaothar of Or )*»• 
100 j pracffdwai ««et awry - Ifr. 
Maasoo |BCC«d oo bU blcod ^ 
died. It rtU 10 Mn <im|| » htip 
place the body (BIO • Mack, apparad 
bag for tbipcMBi 10 a laorfaa. 

Evta aow Mrt Snail WML 1 «| 
have ai«biBuni abom that pov Ifr. 

-A 
Dr MlchulSwinua 



233 

CAM AND PUNI«HMINTiM§DICINI laHINO •Aht 

MacbUM ihM Upl hla bnMUac 
mtaOtlj   Holdlac Ote nbt !• pliM 

caff • tte but of 1^ tuta. 
A> u«nh«toloclffi aad icm/ 

4s«>tiMaM toft ttnci ot^rx two 
•«rMs Mi4. 10 kMp tb« rtBUUwr 
•ad to4otr»ctM«l (vb« ta pl*oa. U»- 
4«r BO arcsAstUKVt. tk« aanai 
mid tb«r wtTi told. tbo«M tfc«nba 
btr«»ev«d. 

-Wb«a t CAM o«. IM «M lUMc' 
MnSiuUutd 

Bui ihcn wM trooM* 1 iMfi 
boAnac Miu«&kiat ov«r ba throM 
ATM. WhKh told CM llMn I'M lltbCT 
a l««k ui tbe coff or sooctluac «M 
wToaf. I cottld Mt lt««r ur la ite 
arft" 

Br ^JD ••.. Un. Sn*U soonatf 
Or Sw»a9oa of tba loU. 

TUH WM ib« fun of iht Bl|b^ 
mw.' ib« ounr »td. 

Tb« doclor. wbo bad ipaal UM 
BlCbl  ID lb« pnaOQ bOfplui. WM M 
UM paDcoi't side wMhiA 10 Bunuttc 

Mn. Snftll'i oumaf DMW froa 
»JD *.«. md Of SwBAjot httn, <MV 

dM t* ilif rr iub> cuff S«Mn| • l«aJL 
Ttm ptwm» rcHiDv«d from ih< MMU*- 
Wr C^MiniMMi C^R roprf) Amtv taf 
d0«M p«r KKsiwitr  Pi tW7 «KZMia 

TIM rcfintrtd aurw rtacnbtfl 
tbM BonuD| vivi4]]r trtOmtf. ht 
(Or S«anioa) iboufbL Wbit tbt 
btll. wvll pul t D«w tvb» dowiL' So 
wt diKoojMCtfd biB froia lb« vtBO- 
toior «Dd I wM pusbtng «a Aab« bt( 
ti brcsibing ^*H *^**^ ^ •atrfm- 
CMS> to v*nDtoit bm Smiuoa tbta 
nlicd but oock b*ck ud ra (lumpi- 
Ukg to ^1 «noib«r CT nibt do«i 
whito iha oUwr CT nib> wm ilnodr 

-All o( « nddra. I tunod t«tiiA| 
Mood bock fro«i tbai nbo 

'Wb«B tka n*n«d b«pp*Bioc I 
iMd. CMlcallioa«body>CialcaJ) 
CUwwo (Or S«»iuoa ifupvmaor)' 
Caa I can (atfrM«a«sU»Mm) Daaa 
Qnta*- 

' ?«a. BOL oa wt'n nam. ' sbt 
%iKMod Or Swanion as HpOf 

'I wit trytaf lo nxtiao tbu ktood 
OHI tbM «w coauD| back a^ utd 
ftvt biM ur all at tb« U4M tiAi. 
wbKb  u alOMR   iBSpocnbta.' Un. 

'Htt hoan ran itanad |OIB( 
down bacavM be dtdal ba*« taovflk 
OKrt*B ("•>< t<> tt^ ^^^'B or tiM rM 
ifbubodr' 

9r 19 tm^ Wbar aania and • 
aarsa nptrvuor bad rwsftad to tha 
rooa. 

W-IS «.m. Alttr nwmrtia «• 
Mm^ !• rtmiybai4 fi. > SwoiMO 
atUMV'ad •« pM a irteM laado- 
|r«Aaae(i*»«l% 

B»i ba bad BO aort lack inaan- 
in( a ntm ibrouf h u loaaioa IB Mr 
Maojoo I tbfoat ibao bt bad iB tor- 
laif Ob* (broutb tba paoaal'i aeaA 

M40«iM. r>M ponaai ia ^vvan*- 
wU rwtifMui a fhMnkaaU Or )•«•• 
Mil wnfiad «< (bia par 3, Oatr. K/f 
&ipan%Mr lb daira a>k«d 1/ V- 
Uiar Miiiiir fiaJp MI «aadad far air- 
•vy iiuamaK Tlitt wm iniwi ptr 

11a Hid. !«o. ML BOL wfra IB daoy 

Km touataa Utar. Ul HiMM 
waa p*i« aa LDiravaftaaa latKOM 
at •ftaryknoa w RlBalaM ika 8*% 
aaJftaadiaBd oArro* tba Mood ««•• 
ttiB 

IM* ca«. UanUar taart—a> » 
raadan>M«la 

Uontfnici, BortCFIL 
ftfltljiin.. Ur )toaioa'i haadl 

faai aad fact bad tantad WM. aad 
bu iku *•• daiap. 

'J<na Omst UM pr o Wit» 
daad br now.' Un Saall laad. 

At lift] am, Mr Uaaaaa •• 
ibockMl with ckctne paddlai w jolt 

da r^hm MttaA. ft ramauia «t]» 
lalf. »• V rMoorf pr«jwr« «r paOia 
aaiaA 

li« «aL. Odr iioppad ft fr» 
nooncad d«ad par Or ywoMaa 

Aboat 15 uataits laiar. Or S*a»- 
KO *H croucbad o««r a plioaa. 
brrakjaf tba orwi of tb* daach » 
Mn Manaoa lo bar pnsoe la Cattfor- 
Ota. 

'Ha md ba wn ig rtco*iry aad 
doiai qiuu vtu. bvt tbtf Mood 
nined dmfuag turd IDIO tba laA 
lun(.' Un >4aiuoa racallad 

Her ^uibaad bad diad. Or Vno- 
KM toW bar of 'coaipticatMaa IroM 
tba opertnoa.* 

Sba aaid tba docwr prwMMdr 
bad Mid lasts itMlKaiad ibai tb* caa- 
car »•* coBlinwJ to rb* top HCiMa of 
tba n(bi luat bat ~wbta tba? 
opaiMd biB ap. It wM a dUIaraai 
fiory BDd tb«r bad lo tak* \^ vbola 
IttDi aad that tb* caocar bad (oaa 
lato tba \jmpb ilaods uid tb« ba 
would tt-t bMD tjcad IS a tbort 
iiM il k« badBi died after tba far- 

Tba aaiopar rapon. humnim. 
ibowad that lb* caacar «« caaflaad 
10 tb* appar lob* broacba tt tba 
nfbt )aB| aad 'oo aauMaaT wan 
found la tbc lymfb ttodaa 

lim a-Mt ft •'appad la iKmid 
pact <i '(Ad) atcanad la UOfractfi^ 
iM| and duchorfc ^hen af iaMam 
*M*f *Md tM iHi pniawpv ^raajr* 
p«rU FbitttoT 

Tba racovtry raoa vaa a Meedr 

Wbaa wt (uiMd biB e«w aai o( 
ibat linl* incLSioa i«b*r« Or S*«B- 
KM kad tnad (b* tncbaoaaapl. 
vhKb w« probablr aot ff««B •• 
iscb loof la bii Dtck. ai 1aa« tl*a or 
iia BBia o( blood just poarad a«i all 
tf**T tba Ooor   Mn SaaU MBA 

Tb* tniopcy repon laiA tbia 4^ 
jrarold wtina sal* diad pcmMy m 
a rtfuli of BMckaaKal obafr«Riea 
Mcoadarr >o poaiopanavt kiacc- 
rba|* Iroa tba iraaskroacbtal aaa^ 

Word af iha UMaoa fwfacr 
•praad. "«•>• B«VW bad a ataaoaa 
arbara cvyoea *« * apaai.* aaii 
oaa racuaarvd amna «1tb ar*M 
r«ar«' laaart at tb* boapttaL 

Sana Aoeibs Lai«r — ka tba faei 
of •oaaflBf nafl oospiaias ^ a r» 
tlrad Uaye Ouuc docior ibaa aaft- 
plorad bp tb* Fadaral Uadlcal Caa- 
tar IB llocbaaiar.'~ 
lalervvWwDr 1 

Pnaoo aatbonooi «awld let r» 
taaa* tba rtpon of Or RuUp Bar- 
aatL kwi tb«r u*d ha tacoaiaaada- 
oooi raaititad ta Dr SWULKO batof 
rastTKiad tnm parfor»u4 fWfarT 
tuBilar to iti Uaftsoo't or otbar 
coapiuatad tboraoc procadaraa 

tin. SnaU nB|Dad IM raU troa 
tha VS. Uadlcal Caatar for radiral 
Prttoaan at SpnafAaUL flva dayi 
ibon o( ^oaiUyiBt lor caraar baB» 
nt& 

'I covldal wrt tbart aayaom' 
tb* laid. 1 bad baaa pal lato m 
aaar ponootti vbara I dldal taal 
coaforvMt («tera)   tba  pa 
tMaft lift waa OB tba Oaa.' 

Hanof coaplnad ba ^lMk 
Hraltb Sarvta eMl(atloa at Spruf- 
IMd. Or Swsaaoo Mt tb* pruoe (y> 
taaUaivaak. 

la bu totiar r•^laut to bt laaar 
ncwad. Or S««aaoa vroa Tb* 
Htwt 

"tarn tbo«M b* avar* tbai mj 
tT*ata*&i of "anooi f«d*nl la- 

aatai baa baaa r«Ticw«d bf ^oatt- 
Had iBdivMtaalL botb wiibia aad 
oatnd* iba Bvcaa of Pnami Aa far 
m 1 aa coocaroad. tbar* caa bt aa 
red*«Bjn| valoa or eoamvcava 
b<o*ni to addiDOBal rtntw ar tnal 
by ib«pra«. 

-la clQciac I qnoa a racaat a^ 
drra br Oaaai A KlaCMt KO. 
MLacakiiiaooai of [ba ntrffoa ara 
cbuaM oe lb* fraana ti irtva- 
jnrdi. AOtl tba rva*abruct of tbaa 
Uafan A iba wiMr ptozm Oar 
bala a tuaa aad tb* cJaaaaai afoap 
of   Ofaa   i.-ooi*9D«a   bafora   aw 

ta lay tarva. accanbaf w Dr. 
Und* 'iorvm. a Dallai laa—c 
paibotefui r*taiBad by Tba .%•& 
Mr Maaaoo diad «« a caabiaanaa of 

tbroai Wockad tba ar a ba laa^ 
Md blaadlBi fraa a nfUcai $m 

alai 
. > I 

B^ifr a aadtcal laarfaacy  IN 

oM.' "nix MoBMa Mid. II aad ha 
dlad of aataral cjuaai aei baa ea»- 
car or trea. xoa kaaw. eaifttc^ 
DOM. h «M Uka ba 4M « «M 
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@^ ^iaUs^ fhxtam Wif^ 
T«W ImS^ Ni. wm'     ••«•••*« DJM. T.^ t*mm*n. I • •HM« ,#    • 

Prison physicians' work scrutinized 

Dr. G«ort« Corrla b«e*m* chief uothotoloflst u 
th« UJ. Mt*lal Ciaiw for Ftdinl Pilaoun la 
Sprla(flil4, MA, la IM7. Th* chlif of health pr*- 

irtau u th« prlua prmltM Or. Carria. illhoofh 
MOM prlTtM ph7<lcluu la SprlOfflald hm a- 
prMM4 rtMrrtdoat ihon hit preriou work. 

Some inmates harmed, not healed 
Doctors sometimes try treatments beyond their expertise 
•OTM bauua «f >M)^ii( vWiW < 
clAit.' — troa tba tflppocmtc OMk 

Bv Olive Tiflcy 
M •« « Tli Ma ikriMi AM 
• Ml1WMBttaM|lb« 

P\m do BO bum It u tb« ttBpl«ai i 
mom bMc at a doctort dmtlM, YM ttat 
Boot atarij JOjOao tmitni inaaut 
tteir U'<r« dulr V t corpi ot doctcn. soaa 
•f *b<M ban cauid fnrvoiM bara. 

Wona ibas r««n «f Isototkn fraa nc*- 
•IT. yrlaooan Clod tti—itv at tba MRT 
of aa iMoaaauu Mttcal lyswa that Me 
(hqMatly alle«t docion le parfora b»- 

bcMTd cvuflcailoa Rli (ailan *M rr'aalad 
tB a iwDTB dvpoadoa is vhich Uw docMr. 
orlfuuUr nUMd la MAAd. cbAOattgad a 
pnvait bcvptnl (or larmukatlng btt pnn- 
ta«m 

AB EcjrjK-tnuMd radtotofln at tba 
Spnacflatd ttoaiHtAl VM t\na Ian TCW ilW 
otbAT tuff ioaon conplaioad rtpeatadlr 
to offloAb •boui tui BATfULAl ptfforaaaca. 

or lb* U» aodtcd aad nrflcal pbr«- 
duj aUonad to tba tutlos'i SS [•dctvl pr» 
OM, abool 40 pvcMl an •••bvi of tba 
?«bUc Httitb Samca or llMooat HMlib 
Sonlct Corra. Tbi BafDritir of tboaa an 

Par tbaM IncUaai tanata/pMlaBB, tbair 

CBwn MaiMdag 
md aaadlaw nOmiM^ UfatlBa dMlpi* 

U« r«ar. for aiuaipta. • dociar ai tba 
Ndanl ComcttoMJ iBMnniatt ta L«xia9> 

kOiV«il.liS>ta(IW4,l*v.<hickM«i»   fcr K- l»«ni««rt HMKUt rf <tal, 
t^.a^taf JalM tkrw wrttna MM tar 



236 

CAM AND PUNISMr    .WTl MBOICIMM BIHINO BA' 

Some inmates harmed rather than healed 

SoM at tbMr tonittMl ta tte 
irttoo bMltb corfik bevtrtf. )c4iMd 
iht BartM ol Pnaooa tftar forats^ 
BffdKal trai&uii Of wpae f«nrwi«w 
fraa pnvBU pf»cocm 

pKin( th» *xTorj btbiBd pn«oa 
bwi Bf« nHf«nn< *wkk«d». tow 
p^ 4tkd tlM twr procai nnai of 
canof roi- toot oi socl«Tr'i mem aa> 
Mnous rckxu - BU of «tucb drivt 
wor compneot pbr»cuM frwD UM 
pnjoo tyrua. Hr currrai ud for- 
•er pruoo docwn. 

t^ dlspwiqr la qMimcaoona 
uaoQC i^ rtiMi&Joc Axun. tb«r 
MT. CTBBltJ • dTMUOCBllr iDCOOaM- 
cal lysun of bultb can. Pn(bMB- 
tnfJr for loouta. It u BIIO • *uka il 
or iMv* II' ijnem in «hKb c«7dv« 
patMDts Hklos art alTonM wcood 
opuuooi ~ *v« i[ tlwr offw 'o p*r 
oul of ib«tf own pock«a 

ADd Mitbtr ib« pn»o IwreBoe 
rK7 DOT tb« coura cr*diDooAllr 
bavt Bctfd Mpoe prooo«n' «>•• 
fUuA OitKS Mr tbM bveaucraa 
«n oadtf iDUoM fnann lo boM 
oa 10 •bBWvtr Oocton ib«y can: 
pnsoMn anoR)«yi luww Out 
ynioo dociorv m tttitnl *aiploy«* 
an    prowcud    froa    BAlprscTict 

Top^rwkiDi pruoa offkuU pn~ 
tcr 10 rooii aoi oa tte rtconb of is- 
tfindui docion but oa liM pruoof 
cnocal ibonact o* »«lic*l pn>ffl» 
nocuOs — «hKtt ibcr BnntMiiB to u 
uMlcMr««d laift 0* pcwoo iB«dl- 

-UODI «« IBprOV* tb«  1BB|«. *• 
bawt dimcvlTT IB h«*Uf ramcMSt 
sufl oo txMTd. »tucb crciM la- 
cnast&i pfTSsun oo (Uiuoi TUfl. 
vbicb driva <ximaf luff avsr. 
wlucb SAACI i»ort presnrt oo anfl- 
lag nan.' uw) Or. lUoActh Mont- 
M(«. tte BttTUB o( Pruou- Mdkal 
tflrvcior ft |0«i n>wd aad mad 
•adrModUkBtbM.' 

AcAAowUdpac (h«i 'vira BOI 
lU pvrfKL' Or Uontsafii uid 
pnwe doctan. Ilk* ibtir couotcT' 
pBTts m pnvau pracuc*. could b* 
plon«d M a bcll ibApvd curvt &>IB* 
woold te "wiB ihAB avtnct. »«•• 
bmtr thtt (vtriif «odL b« tepts. 
Tb« ••lonry or tb«» « ifl tbt •»«• 
dk.* 

Ho«*««r. cnDcs at pruoa boallB 
un. tou trea land* aad outsd* 
tb« nfUa. SAT (M dABAf* <*(»• ^ 
b«a(Ua| docton goa* (ar bryood 
thMT ladindwl ••dteal Bunakaa. 
For - ibt cnoa »y. ibt ptrwieoc* «4 
ia«p( ptirncxaai vnhia \b» pnaeo* 
la jnvi oe« mon rtaaos ilwt to^ 
•otcb docion fbus pruoQ OMdiaa* 

Ottr a jwar. TTia Oi»IUi Morwif 
,%*! laufVMo^ Bor* tbaa 130 pco> 
pl«. lociadlnc cwTtai aad (omw 
pruoa docion. pn*aH docion. 
(uardL lawtM. atierMr* u>d r«f«- 
laton. Tba Bonaa atf Pnaoot d*' 
clliMd rtqaam ladtr tba t*6mi 
rtmOem of talorwooa Act tor ta- 
torwBia oa ibi Mdical kock- 
(Toaa* aad tmDU« erf m nan doe- 
ten, 

Tlw .%«• ate uABiaad Mdkal 
racardi aad oaarlr «00 Uwsuia fUod 
la ttaB ihrm futaa vb«n Bapr 
pnva IkoapitaU an kcaMd. TIM n- 
tmreh nrtalmi cam afw caM la 
wWtk tte parfoTHDcB at pruoa 

docion ••• crlOcttad la Ugal » 
oeeB or kr thair r«an. 
*Gro«a Incompctenc** 

Tte CoMBoawMlU <4 Knracftr 
SUM Board of UnUcal Uotoran la 
Jaaa IW mptwM > Pial A. n- 
cbardo-s UccBM to pnctxa aiadl- 
ciaa for OM jrcar. A h«ann| axaa- 
laar dttanuoad ibal ib« doctor^ 
tr«atB«ai at looait Jma S«m coa- 
ninitad 'pon locofaprwao. fjtai 
icaoraaca. |ro« B«|ll4toe« aadMr 
•alpracdca.' 

Ur Sam. oow an wv itrviaf « 
thnv-rtar KoMaca for • drag ca» 
nctloa al the Ptdtnd Corrwnwoal 
tastirutxie la Lcxincioo *b»e bia 
nfbl kf waa a«ipiiutcd la imi Ui 
Sarra. a dlabaoc prvnouslr bad oa- 
dirfoaa tbt aspotaUoe of bu Ml 

ta» Tbi aapaMMM of bla rmaia- 
la( tag COM afttr Dr Pkharda 
failad w raipoad qalcUr n tvtdnwt 
at a blockad anary la Mr Saml r» 
nauuBf U(. accordlac » • jadf. 
•aot la a cunl Uvmt Tha (ov«r». 
Bkroi paid Mr Sam SA29.000 la dM- 
acaa 

Afaia. la 19tS. tte |ov«rut*Bl 
•tnlad- with aaoibar at Or P%. 
ehanlo'i patiraa la |JM Uua«ioa 
pnaoa forntr IIUBAU Daaor Raa»- 
art. vbo had bMQ Mmof a levaa. 
raar Moieoca oa a tai caevKUoo. 
ncmrad SUSOM aftar h« ww 
WlDdatf by a praacnptKn ordcrad tar 
Dr Pkcharda 

TwniDooT ibo««l that Dr. PI. 
chardo bad pnacnbad dosa(a at 
tha madKaooa la graaur aawaas 

Mr » 1*ff)-lOtrtigt )aMwM>>T<r Ontwanal turgary) to (padwttL 
uaad two tslwtoaloniy hibaa. 0« waa tna^wianOir brofcan aurtng 
•natf^dad ptacwnan »)r Or. Utftaai ftwanaoA. I waa Micft ««i a (*ype 
noatfto M 0M Wl Mdaa %ioar..  by Or. Swanoen." 
Mr K IMT) "TTB oparaong panm MB meorract en paUamJvrr 
DaMB. TTta aurgiGal otftaduta and tha panMi hdkaiad M (a«t wfwt 
n laei M raeerdi Bl mAala ngM.... MM* OvMB had a tXaoa ol lapa 

Aa«. 1\ iMn •^. 9«Nnaon ««B lotfid BwBBdropping «la tha MaRom 

OBI I, IMTl "3po«i* lo (ragwaratf mna CMBI THoinaa. tMI auparvi. 
•or. rogartfng Or Swanaon a («c>«>n*»e) BigWiBioii iBparoacooy (a». 
domlnaf awgaryx and axpraaaad my ooneam aboul ffia potanilal tor 
prot.*arm." 
Oat t. ymr-.   txgttmory taoaroaco^/eaatrtc raaacrion (by) Or. 
Sk.w«on on AMn Yowng ttanad ai •« a.m^ lanad untf an p.m. 
TraniAjaM 5 wmia (or Moodl' 
OBt MWT:   Staff al acy irtay ara fflfl tkad. and thay kMft and art R. 

.   Ual «<tb Ua. TyndMI (nurwig tflracioO ragardbig Or. Si*anaan. I 
•ddriwad if<* ooa'attng room tiafTi corKam ov«r big eaaaa Br Or. 
Swanaen and aafcad aboul «« igMa 10 ra«uaa io do Mg caaaa M«I 

OaL $, lt*n "Spoaa »*ih (Aaaodaia Wardan Jamaal Hoaand and 
(HaaAh 9yftan« AdmitwalraMr W C.) Oat^wa ragarding Or. Swanaon'a 

OaL U, Tf«n "t auammad a dwry laalgnniirn obfacWn' torm today 
M ga on raeord aa working undar prelaM «*0i Or Swanaen." 
M*«. I, tmh •Xf>*— aOm oparaong room alaMr*) «ad em oOfae- 
OBA M duty aaBQnrwww (lonm) ragvdhtg werUng ««i Or. Swanaen 
(A totfW a«<g«oyaa| in<acaiaa fta aMe « concamad abem vork^ M«I 
Or »Manaan. bui baing a prottattenary t»tiO|aa. tfeaanl want to ba 

Oaa. 1 rttft -Or. Bwanaon anarnpttBfrar(bioparf Bi raoOMry room: 

8M brtgM rad btood. and Or. 9«anaon tnaarta a tfwai aiba. i want 
OMT and aakad M t oautf ha^ Ha IBM.-Ha, «a 4Bn-t naad anylNng.'I 
aahad Mm igiciWcBgr « ha needed auhn, and ha aatd. OK. yaari. wa 

JMa 1^ IHIi-'WB (eparaWtg reomi ara euffad BI n peroani el 
BM»iorliid a»angdK M per«ani trained at ttM ftn*.* 
AM» H iMUnian^g rapon... bam eMi tartudBBc tfwn aiaifr^ 
•wd trfybig »y a«a doeion' cauilwg fr\<Blfa>en and reBBniinant- 
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CAM AND PUMI»M>    JHTi MBDICINK BKHIMD »A 

tbMfyvMMbia 

A Jadft raM thM MtUC»a ^ 
tb« pnMs Mdkal sufl c«««d Mr. 
RuMfll MlnrinMi Howwv. ite 
jndfc. aoODg thai Mr RuMn*! M- 
uratr bad Dot pror«) -dcUbarsH 
Uidin«r»oa- by Of PWIarto. dl*- 
piiiiil   tbt  UoOco-uuMd   docler 

'I bad a cnw and I pud for It' 
ntd Mr lUiuca wbo sow UVM la 
nondk. -r» fon pajrukf for it. Yo« 
culboyi»«war«. littb* «Of« 
itauocf ywi co«W pM oa • hmu 

A pnsM ttd for 
Mr 1«M to tvaiwia I^. P*chM*>1 
pcrforauDca fooad Oiw tw "•W«M« 
w ba itcniflcaAiJy »a«k la |*aar«l 

Or. Ptcharda thaa ftl «aa •!• 
kMwd to rMjB 10 Antiw ifM «n«f 
tbt task forca prcMoted itt rcpon. 
lOQnM io»d THa .Vcwt Wbeo b« ap- 
pUad a yaar Uicr to rtactmia tui 
Bcdtcal IkvoM. accordiAfl ro bowd 
racordl Dr Ptchardo oountd Hut 
ba had hat tus pnvil»««s to pr»ct>ct 
attb«pnso«boBp<ial 

Tba K«ttfiK*T Ikennm board 
vitbbaki Dr PKbaidoi Imoaa. rol- 
tB| tbat b« covid rtapply ibu t«m- 
•cf — tf he oMaiJU pon^adoata 
trsiaiag m sadKioa and ukas a 
•aUcaltaaK 

>. Plcharde dacUtMd to cos- 
•cat oo (bt cam. 1 dool taa tb« 
poiBi of foiDi ovar ii acuA.' h« satd 
'Vt »ary »afair af»r fouic ihroofb 
10 Mocb paia aad so aocb tro«bta.' 

*D«va«Utlno •ff«ct«' 
la a rva ao**. ibo U^ Parate 

CiiwiMini rtlOMMJ Koea** HoUay 
a Apnl tM aftw b« had Mfvad 

oaly »wo yaui o* bu flv^ycv «•- 
laac* for fal&fyiBc (ua rooordi. 

CoaaUMooan coodadad lb« 
tba 35-yMr-o4d So«tb Tcxaa ca^ 
paatar had nHarod 'atrvaa faaity 
bardiblp' aad 'devafuoaf «nactt. 
both aastaUr aCMl phyncally' at • 
raioJi of aa opcrvnoo by Dr UUad 
K. WetJri. tb« chi»f of luivn' al tha 
Buruu of Pruooa na^itup bcapitaL 

Mr HoUay laft lb« pnwo m»diai 
caster at Spna(ft«ld. Mo, impoiaal 
aoddcformad. 

Dr JohB D McCoQoalL aa imM- 
aat proTcaxir of irotoor ai 
Soothwotara Medical School la Dal- 
IM who eumiaad Mr Hollar >f^ 
his operauoo. coocltKtod la a latlar 
to Mr HoUcys attoraay that "MM 
fatTfcry >D Spnafflald «aa haadlod 
is a vary bapbatard aad aa alaa« 
oefUtcat muattr 

Dr MCCOUMU. who Uiar par- 
fomad ftcoo5in»cuva turtery oa 
Mr HoUty ov«r a x-m^-r^u perx* 
wrote that »hik Mr HoUay 
appearad to have stiffend firm a 
cbrooK iDnammatory coodltioa. tha 
lacinoo oo bis peoite ibaA «at -la- 
tally unaccepuMa' aod aimtm at> 
ways results la conoeix aod (oac- 
Qooal dcforauty. 

la my opioioa' Dr McCoonall 
wToia. -the patieoi should have had 
suritry performed by a board ctro- 
fled vrotofut «ho bad vxpencoca la 
Ibis ATM,' 

Dt Weoal. H. IS a m? frtduu 
of the Uojveraty of Healib Scieacaa. 
Collate of OneopathK MedKiaa. at 
Kuuas City. Mo TU Amencjio >lcd- 
KaJ AssocutMQ taid ii is aoawart of 
Boy board cernfkatioo obtained by 
Dr Wttjel. bui lb* Aiaencaa Colkfa 
of OncopaibK Sarfcry said Or. 
Wtoal »aa caroflad as a ftllo* la 
IM 

Dr. WetttL la a knar la Tte 
.Vawt. said ha dacliaad to ba laiar- 
ntvad. ". obfsci to dlJCBaia« aay 

fait or prwaat poOaai »1tb aayooa 
mltm tbay hav« propar aaihonty,' 
bfl-nm. 

Mr HoIWy. »bo rttwaad M hH 
boc&e La Bdlabvf. sMd iba rasaltt 
el tha ivrfary mil haut bla. 

~£v«fy tuaa I (o to ibe batbnMMB 
or thowar. vhM do yoa thmi I ihiak 
abmitr Mr. HoU«y aakMl. -Spruf 
tlalA* 

Or. WetMll work alao baa (•••• 
cntlcuod by doctors who hav« 
worked aloa«skdabla. 

Dr OaaH UadaccL a bovd<are- 
fUd laianust aad (orvar staff B*» 
bar at Spnacfl«M. -aa to cooceniad 
about Dr WetKl't tnatarai of aa 
laaata last year that he coapUioad 
toWardaoAlTttnMT. 

Tb« inaaia. who bad a history of 
cb«« paia. was Mlminad by Dr. 
Wetitl OQ May it. IMS. froa tbe VX 
Pemteotiary at Leavcoworth. Kaa. 
AccordlAf 10 • (Bcaw wnnn by Dr. 
LaadDcct. Dr W«t»( failed to recof- 
UM tbat ib« paoaot was fuHtnoi 
'n(Diflc«ol problems, aod that bU 
coodltioa wM iinsuMo.' He oeilbar 
asked for cooniltjtioa aor aienad 
doctors oa the oext shift that tbt pa- 
Ueoi was swwosly tU. 

Dr. LAodtica ooied that iba la- 
nata suifcnd a bean attack the aexi 
day aad recoverad 'only after pro- 
tracted rtsusciutjoa" 

Dr. Williaa Kardnaa. • board- 
cem/led »asculaf rar|roo wbo prac 
tint pnvauly la Spn&^fxM aad 
coosnJa at the pnsoa hospital, satd 
Dr Wetxall kaowledit aod itcb- 
allocs an pcnlously oaidaied. 

Ha bat 00 busiocss optrauof.' 
Or Hardiaaa laid. 
Privlt«(|M llmlt*d 

On rtfc 7, i«r Uwrtece Maa- 
ioa. t ttyaar-old coonctad baak 
robber. dM ai Spna«flcM as Dr Ml- 
cbaal Swaaaoa BBiucceasfnUy tn«d 
la forct a br«aihia| taba dowa hit 

gaMawrratifeaUA 

62-519 0-93-9 
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CARS AND ^yNISHk.4irnMipiCINa ••HIND lAi i 
feJrwdr (UBM(^ •nndpipa. 

TW rnvMH tf«r. tceardloc la 
90M« acabea of UM tent !««. 
th« 41-rew-otd o«t«»p«ihic turpoo. 
»bo dM Dot coapl«(f tut rvstdeocy 
10 Iboraac nirftrr. ai5Uk«aJ)r bad 
tUplMl *nd cul Ur MaxL»a i Urwijr 
dunof • luDf opcnaoa. Or Swu- 
«» 1 trror turned • rclAQvtJjr coa- 
Boo four bour opcntioa late i 
Moody luot-toyu otdtML 

Abooi four noothi l*i«r. on JUM 
a, Kcorduif io oMiBbtn of ibt o^ 
traiiQi leMn. Or Swaosoa ru iato 
trouble duno| • v»KaJ«r iraft pro- 
udura oa 4»')rtv-old Viaetot 
F1]rtlM. who wm Mrv\of tu y*»n 
for dru( posscsiKML 

Or Swaiuoo oUcd for • VUCBIW 
nrfooo frooi i dowotow SpnaC" 
n*M bocpii«l to b«lp conptcM IM 
procedure AJtbou(b lurftoos taf n 
l9 BOt tttKOauiKMi for I <}oclor » 
DC«d belp durtDc conplicAled raan* 
Ur proc^urei. > Swusooi cst> 
l«Hv«> *ud ibcjr becAB* coocwMd 
wb*a bu ponopereuve repon fuM 
to (MDOOfl lb* oibcr docior't aanm- 
UKt. Operaung roon suifcrt nid 
tb«r refusKi to nia ih« repon oatll 
Or Swanjoa — oo ibf ibird >ubnu>- 
SUM — scQUooed Ibc outside belp 

AAer tbe Vtooioo «od Flyxbt mr- 
(erm. auibonues ishrd tbei Or 
SwukKW I work be reviewed br Or 
Pllillp Berrtra. « board^tmfied ib» 
racK lurceoo who joiaed tb« pruoe 
bo*pit«l lUff la Rocbcsier Miaa_ tf- 
t«r reurcaeai from rbe UeyoCioic 
After Ibai rertew officiaU uid. Or 
Swansoo's pnvii«|es for tboraue 
ud   vMCttlar   surierr   "er*   r«> 

Wbea Or Swtajoo )oia«d tfta 
pruoo bosptuJ ID Septenber I9M. 
be bad •.-ompleted • tbree-rew |e«- 
eral ntfty rc»idcacr ud ooa rear 
cf a tbre«-r«ar rtstdtacy la thoracic 
aod cardwvaacuiar lurtarr. record! 
ibow. 

-Wa ««f« told, and ha toy m 
that be bad had Tmnmi u>d coald 
tfe thaae CAMS ud wc look bi* word 
for iL' taid Or JaB>cs Oawioa. tbe 
iS-year'Old doctor who became cbief 
of bcaJtb profraau ai Spnofflckj af- 
ter reunng (ron pnvaic praciice. 

Or CawKM. aOed abovi tbe ap- 
pareai laconstitency lo lavestifai- 
tag oiber docion backfrouodi bai 
aot venfyiog Or SwansoBS crctfeo- 
tuls. replied: -I caa i ur tbere is ear 
consistencr ' 

Warden Tunter aod Or CTawwa 
defeoded Or Swaosoa i perlor- 
•aac* aad niu«>«d tbai oibar 
nafTera' cootplamtt — whKb la- 
cItMtf formal protem llled by lee- 
eraj members of tbe opcraiio| reoa 

' teas — oujr tiera trom 'persouljiy 
dirrereacas.' 

^ Or  Swaiuoo decliaed laurview 
re^iKfti froB T>if .Vewi. but taid la 
a tentr ibat the pr«H u aoi a 
proper Ionia for cntiqtM or )ad|a> 
•eoi (SKI o< tbe (Hdical profa*- 
nott.' 

the ovtrwhelaufti Bapniy 
of pauentt.' ba wrote, 'bave eu^ 
leaf care aad (ood lurpcaj roaliL' 

^   D«ath called n««dt«M 
Beaiaaui Flnb i bean proWeM 

wera to M*ar«. accordiaf to bla 8l> 
Mrvar. ttm Hr Hnb i romaercial 

.     4nv«r^ Uoaoaa bad beco raspeadad 

Pictar«4 above art tlirM mcmbcn oi thm imrgical IMM 
«l Ui« VX Mt^icMl Canttr for PedtnJ PrlMMn la 
Springfield, Mo. StaAtfla« are Dr. UUsd WttuI (Ml) 
•stf Dr. Michael SwansoB. Seated i$ Or. Jamet CUwwa. 

poraac cocatoa. died la (ha Spn^ 
Aeld pnaoo boapital oa Sept It. tm 
oae doctor of tbe bccpital'i naff b» 
Uered be dlda 1 bave to dla. 

Tbat doctor wrou a MBM cnd- 
cinnf the lamatei pbriKiaa who 
•M »i>o bu owa nipervuor Or t 
Stuicr Neiioa 

-.\i a cooacqueact of mr rtne» 
of the can of Beo}iDua Rnh. I baw 
coae 10 tbe conclusioB that bu 
death waa prrv«auMe.- Or Laa- 
dtKX) wrou oe On. 23 to Or Oaw- 
tea. iht boapital't bifbeft-raaJuAf 
doctor. 

Or Laoduca poioied o«l thai Or 
NeUoe bad IMM prescnbed iutT» 
llrcena for treaiBeoi of .Ur FlrU'i 
cbcM paint, even tbou|b ibe laaaie 
-«» nspected of bavtof coroaaor ar- 
lerr diaeaae. 

Ta ooi awan ibai the concerw 
aboai thtf aaa f ardtcal care bave 
ever beaa fonaallr cooudered br 
Ibe aedical naTT la kceptai with 
praeocef of qaality anuraac*.- Or. 
Laadarci laid. 

rfce .Vewf la oral lad wrttiea r» 
qaevts. ancfflpled to lotervw* Dr. 
:*elJo« b«i received ao respoaaa. 
Pruoe ofriuab laid tbat Or Netsea 
refaaad lo be laMrrwwtd. fteachad 
M boat late Soadar. Or :«elaoa 
rvfaaed to be taiemcwed. 

Or. ?(eUoa. 91. u chaf of aa«- 
aaa M SpnafnoM. He (radaatad ta 
tf94 troa Iha CaOeta of ORaopaihlc 

MotMi,k>»a.aewlta^athaOn-    pudsaUK 

Health Soeacm TU Aaerfcaa Op- 
taopaihk AJBDoaCM UM ba ifaet- 
alty a loteroal atrdJoJM. 

Or Updiica Kilo cnDctMd Dr. 
Netaoa for latriaf aa AIDS patiami 
IB w BiKb paia thai the inaau M- 
tcnpied iviada. 

He wa iroalr ipwed by Nai- 
toa.* Or Laadaod UMJ lo aa totar- 
view Tbu Sf **• rafTenni M 
BtKb that be iTMd to kill biaseU.' 

Dr LaaducQ. «bo WH labaaTH* 
io| for Dr Mclsoa oa tbe day of the 
aneapiH] nuode. ia>d be rtahad W 
the paaeail rooa. The taaaM Uv«tf 
•od wai renmwd to Or NelaoeY 
care tbe foltowiai day, 
Pe«rt tpurn doctor 

Wb<o Or Ceorff Corvia case a 
Ibe pruoo bospital in Vi&fneld la 
ApnJ mf a cbief uMxibci)OlO(UL 
be bad j«f( defeoded bimieU lo the 
death of otM of bu former paOeatl 
Saadn K. Sioui of Warreiubufx Ma 

Ml Sioui'i rar<nvon bad sued iha 
F^>Jaod-bora aad iruiwd doctor (or 
wrooffol deeth. ayiaf thM Mi. 
Steal bad diad becaaa iha badat 
racaivad eaoafh oxrc«e danoa hm 
l«Mnri«rr 

C^ Corvta deaied aay liability la 
Ua Slo«t-| death: tbe Ate'i UcaM- 
iBf ateacy iho«t no record of dlaO- 
pUaanr actjoa afaiBfl hA 

TiM tea caa «M attlatf oai «( 
ee«fi Dr. Coraa'i laaannca ca«- 
paay. ha aid a a depoBOae laia. 

a tad        te. Carvtal dapoadoa c • laa 
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.^im MIOICINB BIHIMD BAI 

tevMn U AM ipUM WMMT* 

sum la iMi. b« Mid la (te dtpo* 
Dott. bt had pTKimd otaivtrica tad 
gyiMcotacr Ht Abo ic9un«d Uui *)- 
tboosb b« CO«pl«Ud • r«W (rf |M- 
tnl mtateiam aAd c*o y««n «< 
aM»b«*ioloc7 •( AUrfbcay GCMTIJ 
Hocpitji lo Ptiubvth. b« bM fuM 
lb* wnn«a t«« lor bo*rd ewtiflca- 
Doo to iiMstbcstolafX Utn* DBM. 

H* ffxpluiMd la UM deponnoa 
that be had probkBf with ifte IM- 
|o«tt o( lb* tuA *«odtnuod]a( 
tte qoesoofu- Mybc- CoUcafMi •< 
th* pnsoa bovpiul la SprUfftotd 
H]r b* spuki «)tb a bMvr PoUih ac- 
cMt wd lowinwaa bag diilkuJrr 
••Joaf hlBMlf oadantood aad oa- 
dantandlBcotbtn. 

Dr. CUwvM wd ibat Dr Corvia 
h« ptffofad food work M tba 
pnaoe boaptuL iwl bacavst doctors 
lack board carnfkaooK. Dr Oawsoa 
aud. 'doasat naaa tbai tbtr'r* Ml 
OMiptwai pbjrsicuaa.- 

Ai laaat ?»« nrtcou ta pnvai* 
pncnca la Spnofflald wd lb«r 
would DOi work with Dr Cor^u ta i 
nmlt of bu work u Cox Mmlkal 
Ceatar la tb« ud-lMOa. »ni ib«r da- 
eUaad w (iv« ipvcifki. Bwb asksd 
that OMU oanai AM b« luad. 

> CUwKM. th« bospiul I ChMf 
docior. said 'oea of tb« turtcooj la 
lowa nUad aa la' oe coapUuts 
•bout iha aaasihcookicut'i work ba- 
for* his birutg at th« pnsoa. Ha 
larmd iha cwapiaiatt -r»dlc«loa*- 

—lAifinv Kunitn. 

~rv« looked into tu< *W7 i^or 
oofhlr. ud I k^fv ai] «boal l^ CM* 
Lo Wirmulwi ud II ww ta «afer* 
nuMU bapfpcutwca ud ym Pa 
•wvt of t&M.' Or. OMwtaa wd IB 
•oiBttmdw. 

>. Corvu ud hu tnondr 
dldal nspood » roqMRi for loHr- 
fWntrfThtHtwt 
Egyptian docior flr«d 

So«« lUfr Btabtn M Sfnnf- 
n*ld Iwd profcsioiui pn>M«Mi «ltk 
Dr Ukbtl K. UiklKiI. u EoTl- 
truDCd ndiolofm. •JtMM froa ite 
dar b« ••! bind 

Sun»n 'tio rraqwodr «i«d i» 
dlOiOCr MrvKCfl told Hw New* t^M 
Or ViUiaiL ». rr/UMd 10 aakt lira 
diafocM* iod «M iDupoblo 0( pw- 
forvuic tvco tuapta dlafocftic yr^ 
ccdam. 

'OB a tmfUcb«ii X-ray. badlar 
II cosM ba nbamMu. cyiac !••« 

ar Maathlof aba." laid oa* Maflar 
wko »«rt«d wilt Or lOUaa Tk. 
doelon vouM ctf aad aar. Wkkk 
flea la ttr Ha'd oavar ammn hl» 
lallioadlaiBaaB- 

IB a JtB. Ui lir. aaao • Dr. 
Oawsoo aod w.c CatBcB, IW 
kaalU larytcaa adauuslraw. Dr. 
UadvccL itea a tun iBUralal « 
SpnacnaU. coaplaiaod abou Or. 
"Mutt 

-laitialDr. dUTlcaltlaa anaa mk 
Ika taurprataaoa a€ napla ftwdlaa 
la panicalar cboal T rajrj irar. tr» 
^uanUy ootad lo bava poasiMa' 
aaooailaa aad  rapMl  iTodlaa 
wara oftan racoeaaaodad. 

-I ban alio baaa dismbad by 
tba aaad 10 do •itboal carlaiB ftad. 
laa wbKb I faal Uioald b* la Iba pv- 
viaw 0* aa ladlrtdaal •orUa| IB 
Umcapaaly.-Dr Laadncawraa 

la aoa laslaaca. > Laadaca 
•aid. aa laaan pattaai waa forcad n 
wall a aootb tar a Mat thai Dr. Ml- 
Uail lainally laid ba did aol blow 
bow a paT<ora bal Utar proaiiad 
K laara. > Laadaoa >aal iba p» 
oaal 10 aa oaada racillty lor lit 
laat. tba aaao laid. 

-Or CUwm dafaodad bia lor 
Iha locfn niaa,- laid ooa itaffar 
-Dr Clawaoo birad buL" 

Or UlUall. a l«S7 (radaala a( 
tba Uuvarvty al Cauo^ wia dl» 
auaad aooUu illar ba nanad War- 
daa Tttnar. wbo •f^taiwatl bim. Hid 
Or MiUiaU did -aoi aaasara ap • 
tba naadardi tbal wa baaa bara.- 

Dr MiUaildacIlBadloo 

Dr-1. Sunltr NtlMB. • doctor at th« VX 
M*41cal Ciatdr for redaral PrlMoan la 

SprlBfn*t4, Mo-. ^UMdou u Mld>aHn*4 
patiam nndar hU car*. 
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CAM AND PUNISHMINTi MIDICINI ••HIND •AR« 

Phjilcal thtrtpUl C«a* DIaUe wnf th* ftnap o( 
iaoiti* Nick Plrillo'i Icf. Mr. Plrillo lod ih« 
lowtr part of hU Icf to gtof r«B< thtt tfcTtlopcd whta 
h* wu la « UX prlwa hoapital la Lortno, Pi. 

^y? 

/ 
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CAM AMD FUMI8WM. .m MtPICIW ••MIIID BAR 

Doctors battle 
image, conditions 
Many feel isolated from peers 
By OUvc TaUcy fnOMtt^ of th« can tbcy ncttm. 

Or. TlBotiir Bvtb «« th« chM dn|)L.io«void«orkoriowtBana» 
or B«dtciM at a D*w wd tapoA^ '"^ ^^ ^""^ »•** 
biclMUt la downtovB Uanhattao. Prisoom bav« palkd Ml Ihrir 
Yet. »bM tM attcDtfad BMODCI of o^ RiiclMiL r«mov«d cam m4 
tba Kt« York Ourr Uadkal Soci- dmnnp. tod refnaad thftrtpf. U 
tty. b« fraqiMDtJy MI al«o& MML IWUBM of tbt panaota «4 

-I bad MW f*h M EDcdtcAQr wy prasnrM thai paraaaH ib« prwoa 
Utad la all my hS;' b« utA. cormoBtai, 

Dr. Banh'i practica VM «I UM loiuiaa. KCordla| to Dr. laf 
llatropoliua ComcOonal Caatar. a K/ua*r. cluaf of EMdlOaa ai ifet 
fadcrftl >atJ for pruoatn •vutiai Ptdcrvl CorrtctioDal [MnruOflB tm 
tnal or truisportaooa lo prlsoaa. Ai Unoftoa. Ky. luap docton ia ifea 
• pnsoo doctor, ht was sbuaaad by »•• catcfory aa gvarda aad wv. 
paan. dcaa, «boa ttaay call "polka." 

T^t w« 10 yaan afo. bat Unit "Yo* «alk aa aihlcal tithtropa.' 
baa cb«D(ad lo Mprtrvt iba 'bloody said Or KraitMr. 'la noai sinattdM 
apron, bora tlfbibalb'lmafa of doc- la »«dtciac tbt pbyadaa U tba p*. 
ton *bo practic* btblad }>*n. Moi's advocaia. Hart, at ilaat, poa 

'!*•   a  pruoa   pbjnicua.'  Or. havt to bt AB advtmry. or ai la«i • 
Barib Mid. 'Tm aaawart ot aay ptnaivad oa«.~ 
pntoo   baaltb  can   tarrict  tbai Docun *bo coanptoia tbtp an 
dooat bavt aoBt probLcBL But for Umiiad by ibt paruuUtanr nrvfr 
tbai ttatiar. I doal know of aoy boa- tan of tba prlaoei aad an for«N ta 
p«tal — BO aattar bow btf or import* takt ordan froM Mcarfijr panoaati 
aat — tbai dooat bavt proWcaa.' wbo bavt DO attflcal tnlalaf. 

Probltaw btblad ban, acoordlag "Thaj dool offar ttpport Mi 
to tboaa wbe bavt pncHctd tbtrt. rot bavt to work wltb paopla wfea 
an aaUka tboaa la aay otbtr ntdi- vt frvqacaUy yoar ba« wba MI 
cal tavinaatat oaly kao* aotblai aboal •tilnl 

Fbdanl   prtaoa   dodon   faca can. bat vbo iboaldal bt la M»> 
ita|gtrlB« padtai  lotdx  taUnaa AftBtat.'Dr. Bartb md. 
ibal  raa|t  batwtta  UO.OOe aad Or. Oajia Robao*. a doctor hr 
snjS». dlttraatfal aad oftta daa- nttxj aMfoad to tbt Ptdtral CKh 
ItroQa paiiaaa tad coofUcti vttb rvcmoallaRinibeoaiAablaB^lCp, 
prtMO wardtu «bo plact kitbar tatd tbt paraaoia ta pnaoa cnaiB 
pnonOta oa itcanty tbaa atdkal aa 'ta «i. ibta" staiaUty tbai i»> 
cart. ttrftna viib |ood atdklaa. 

ftdtral pnaoa docton. for tjum- Vhn b« wai aatifntd to tbt •» 
pit.   fr«|Btatly   ftad   ibtmstlvtt 4ia»-9acttnty pnaoa la 19M. Dr. 
trTin« to pr«vidt |ood can lo pfr Robtoo laid, ba wta MM "ati la 
OtatiwbodiRnaitbta. inii aayoat oomdt tbt pruM •y»' 

"Tbt $rtattai auotty aayoat bat it*, aad ctptcially docian oaMdt 
ta jail fron tba awatni tbty walk tbt pnaoa lysttK. wbo wtn la ba 
la tbat door ta tbat tbty*n |oia| le coaaidtrtd tataMt.' 
dtt la )all or tbat aoattblac is foiac "Tba ooty way tbty kaow M rm 
to bappea to tb^ tbat will nbnaa- a pnioa is to kaap rvtryoat iCrali 
tully alitr       or »bonto tbt tiaa aod laMcun.' aaid Or. Wobaaa. 1 
tbty bavt ltd oBca tbty t** oat." doti think tbt ptopit ta cbarfi t( 
•a»d Or Banh. wbo worktd la fad- tba Burtao of Prnoas kaow w%m u 
•ral pnsoQi i& New York. KtaiiKky rtaUy Btaas lo pat tbt pabtat !ta» 
aad MkhJiaa baton Joiaiag tbt ban." 
Utofa)(aa nata pnaoa tyiia& Wbta Dr. Rebaoa pabUdy on^ 

"Tbat aaxioty It ptrvaava aad clad ibt facility, ba was ferctd m 
colon aay coatact yoa bavt wttb ranga. 
My kiad of atdkal ptnoa." bt 1 rafaaad to bt dlabootai tbeai 
laid. tbt vuUiy of Btdlcal can a iba 

Mtboa|b soat laaattt an ap> praoa.'bt uid. 
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•>«« a4 iTHHii u<l«« eel 
Or./OMfk Be(M. • cUUcal M^ 

ckokfUl u4 braar •ardn af IM 

n a 

CAHl AMD PUMISHik^lfn MMDICiW •BHIMO BAk^ 

MBtwi hm M i<p<il I Oil, or ivo BetiBf rzrjHi 
iBpMt   M   tb«   ifDclMcr   vltfe ftik«r«witkik*UX>fanh«liSir 
vUch o«r cvt !• providaC" MM vioi ift4. la fff—ciM. ly fdvMi 
Or. KaUMk UofltnciL H* MM b« Krcnn chwiw. 
bM dlncM tki i«tDcirt luff M       D«ei*oM amhemtad vbin »   
cse4«ct-« M|ar aaalTttT of Id tnafpon UI lawMi an aada kr *    w. MM fidwtt wfee «Tlv«d at kfe 
trufporudoo lyiiM. ckou of coaaud Uui baftu «M    wtea boninl k* mdal ^ Mk*. 

-Okvioulr. tr tbtn U u ••«• docwn tad to4l «ltk tb« 'wtfcd    UMM stMUf vHlMoorf tU tfto 
|MC7 Uui oMdi to b« truspenad, dtACMtor." • MB^jUdM M k»-    «fu ft* lU •«««. TkoM wb* » 
Md It taiM tbxM »MkB « |«i rMi bMdaovurt la WMbJa|«pa.    rlv« M bwM. fcawiyr 4Mai ^ 
•OMbody Law • aadical c«at«r. iMm P^ton toclad* am «t rraafic.    w«n do M • 
l0flftk«J prokl«B naaUtw late • tbi Uod of trMt«<Bt roqolrtd. » — 
fMUIjr4>f<ar* of proMom No ^M^ . 

[a Mr- Uooror MM, tb* aiwpfr 
tUtad ib« caaM of death m nddaa 
cardiac death. |r^o^aMr dsa lo a 
rbr^hB tbooraxkUtr Tba rtporl 
also ooiad that iba Uunaia tuffarad 
troa bardaaloc of th« ananaa to 
hUbMA 

Bii tba Maaoraa itmily. la a taw- 
nil paodiai a(ala« tba fadanl 
lovaraaiaat. cUlal that tha 1> 
hov trip bf prlaoo bu affravaMd 
Ul Uaioroa' coaditloa aad cauad 
hUdMtb. 

~Hli sadlcai hiitorr . . daarly 
iBdkaied nch bualai wooid caoM 
Mr Uuoror daaih.' accordln| lo 
tha faaUr'i IffaJ ctaiA. 'Parthar. 
Mr Maaoroa panoaaUy raqaaatad 
aJianuia traaspon daa to bia faar 
thai iha bos mp wouM bU hta.' 

Dr. UanhaCrogaiL chief of »«d- 
Iclaa at tha pnsoa boapital la lh^ 
cbaaiar. coaXlnaad la aa laumaw 
with VtM OaOa* Uaralif /Cava that 
Ur. MasoTM aad Mvaral otbar Ifr 
•ataa wtto arrlvad oa tha baa trana- 
far var* 'vary ilL' aad savgraJ diad 
wiihia a coapJa of weaka. 

Howcvar. tha doctor saML Ux. 
Uaxoroa' b«an had daiartaratad M 
badJr that ba cooM h*f dJad at aajr 
tlaa; tha nid iha doabtad thai 
thanl aay way 70a coald dlractfp 
attnbata it tha duth) to iha bat 
mp.- 

la aaothar C«M. ib« UA /tadca 
Oaparmaat la Oactsbar pud a 
?*orth CaroUaa wooaji u aadl» 
cJoaad aaoaai w acttJa a lanait af- 
i«r bar *0D diad ta iW of aaphina*' 
tioa thortiy aftar ba had ba«a 
traaffarrad by baa to tha fadaral 
Cerrocnoeal lafdtatioa ai tataar, 
HC 

viaaia Rama. 11. had COM- 
plaiaad to traatfar offlctn ibai ha 

' aaadad ID aM tbt mrrooia, tccord- 
'iB( M witsanaa A luard «r«pp«d 
aa Aca baadaga trouod Ur. tUmt' 
baad. thaa upad ovtr iba baadaf* 
with doa lapa. lcaviB| • >BaU bolt 
Tor tha pruoaar'i ooaa. A priaoa 
phyncuai taiuUBt WM aakad la 
axABua Ur Kama aflar ba |a»' 
tnrad for balp. WltaatMi laid tha 
pbynoAo 1 axtijiaai ru(|enad that 
tha fuard cut a imaU bola la iha 
upaovarUr Hams'nouth. 

Ulaataa aflar iba fuard OMd a 
kai/a to cvl tha bola. witaiiial aid. 
Ur. Kama ceUapawJ. jarkiaf aad 
vnthJnf ai ba lai chaiaad la tha 
baa Anaapti to rttoacitata hla 
fatlad. Tha fvard. U Jarry A. Oala. 
plaadad |«lliy to anaoJl aad VM 
aataacad le aiaa ffn la prtia*. 

Laat yoar. tha Varaaa af Pruaoi 
traasf arrad »MS laaatai — »aM 
ef thaa Mvanl tiaat — hr 1 Mai 
of njm traaifan. UaM traaiton 
art far c««n appaaraacaa, acarlty 
•rdlaclpUaary raaaoaa aad aadkal 
cara. oCricula Mid. 

Th* bar*aa tnaafar* ptneaiti 
•1th M ova Qaat of A 

liiJidy tM7. prfaoMT damant (taaalMi, triM harf anrta^vaiw 
^uadinipM hy^aa awffary tol«ta aflar a hMrf allH*. vaa h«aaf 

Mbwi. MWMB mmom, ha wag ih^yail haefc lo t^h^daic a^a by 
kMa. 
 --,--  • -• '• ^^,^-.^,,1,^^ 

•iiraay a« PHaiw^ whtt aliaaid hmm baaa a 1J00 laJa |ii^an 
amvrad aiara dan LTM PHioo and eaaaad MM la IWM Motfiar 

nja#p, INT: Ur. Maaamo « or««rad to laa«a SfmngAaw aAv Ma 
doctor — alQiJii wortung from anotftar tfwnaaa madMi erwl 

— OatarmiMa Ihai h* la not«. Ur UaaaMO aaka not to ba trWtatvratf 
Or bua. but ra raquaat w aanwd. 
BAdf Ml Tha Duo ia«««a Scvmgnaid. ^ttm ihwi trwva*^ north la 

umnoama. 4 tra«w aomrwooi 10 ttw pnoon M B Aar>o. OWa ur. 
Maaamo apanoa trw ragM M a oaf whora tna lan^araiura ra«fwa 
moraihan 100 aayaoa. 
B. jMy IV M Tba bwa taaa Mr. Maaoine irom O A«w to tha praon 

'»! Tarrf Moma. Ma.. paaaaiQ OwougA Sprtngdaid. (Xrt^ tVaa 
day* « Tarra Hauia. Ur. Hiima rryparvvnUataa and to 0iv«n ex^gw 
QJidy tit IMP: tXrtig a it^aur bua tnp from Tarr* Hauia ta 

SartOKiora. itia tamparaiva tepa 1OO ifayoaa. Whan Mr Uaaane 
raac#taa &andatana. a aocter datarminM thai h 

<or • madical h^*ovQf* to aaofe ptvala trooimam Tba raquaai la 
ra^jaad- Ho aaaa daeiort to aaa that f« « not aNppad by bua. but tm 
paaiaaa. 
OUg*. ifc Ur Uaaame a ihadtiad arkd piacad on a boa thci iMaa 

him 10 Iha pnaon at OiforC Wla, 
HSafL 1* TTta Ova laMa Ur. Iliiaaio to a pnaon ai CMcaga. 

vhara ha eornfiutna or owal pana. Nt la toreaa lo apand aa 
Mura aniha bwa parkad owtMa Iha prtaan. 
Hum- ^fi Mr Maaamo la buaad le Tarra Hmm. 

U9*. 1ft WM» •aowl up x "adnanairatfwa aaTaoaaon" at T«T« 
Hamok. Ur. Maaamo auflan a laan attaca. Ha lo taaan 10 a 
heapAal in tha ccmtnnrf. whara ha apanda appreximataiy a «aik to 

carrtoa Ur. 11 a U' a (rent Tarra 

esyt 
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C*m AMD mMISHMllfri WDICIW ••HIMD BAH^ 

J»'^^ \IW\ 

E-0N^- 
Aim Un»mi (taA to t^tmi 
•a4 DM4M BmllM htty • 
M-fMraM luuto law • na Mr 
t trli (r«a ifc« UA u»4i€»i CMMT 
IM rw«rri MMMM la Sftiatt 
tM4, M*. M • bMfttal tar 
iTMtMtat saavMUbk M ikt 

|«t LoM Ib« bVMS tmUpOTUtlM 
lyittB whJcA de4li with • lot a< 
people' Mid Dr. Bocu. oo« » 
st(B«d ta bvui tMtdqMncn la 
Wuhiofioa. 

'h'l po«M« tor tb«B to |tt lo« 
throofb UM cTKkx' 

• 
Aaooi ilM capnrt pasMD|«n 

bAodcvffad uttf i&acU«d La ib«tr 
SMti. inuponiDoo br pruoa baa 
u kAowa M ite ravu' or tb* dr- 
cuL~ UiB«ui «tw M7 Ota pracMi 
U p«uav« call fr«9 tnasfars 'dicMl 
th«rifr.' 

WiMitTcr a« termioolofr, tte 
bu> iliaRlo thol Ualci tlitt uDoa'f 
SS fwtenl prtsoaj cu b* • 
naraiboa o( MO-uU ityi. Rate 
wadvWbM tad tbon B>|ha ta 
ceaaT7 juU. D«p«a4ll^ oa ih* dM' 
Hntti^*r* of tbo rtnoai laiaatoi 
•ad ibo order la «tUch tha govtra- 
••at d«cid«i to d«Uv*r UtoB. • tny 
thit wooid bo SCO ailoi br I dlract 
roau caa nnua tate wMb or 
tvoa tooBiha 

'It ti tb« rta." said Oand Irrta, i 
fervor (odtnJ hofuvati lad oov 
a crlBiaol dcfiaot Uwyar la Ui- 
Lnftoo. Kr ~Yo« caa Uurmllr dlia^ 
ptAf ror mooiLa 

'A way ihAt UacU Sam |to back 
M tboao «bo rock tbo boat la tlwl 
tbojr pal joa oa tba but.' Ht. Inia 
taid. "froa what 1 bavf beard, tbtt 
a ^acucad nvtbod of ratJlUDoa. 

'Yoa sp«od ckc ai(bi la conair 
jubL Yoa ir* ooi lUowod to tako 
•Bj' dotbos «itk roa. Yoa vutd op 
ta tba worn of all worMa" 

Wo««a bavo nponad bktdlai 
oa tbomaalvaa aad tbtir taaa dar- 
la| baa irsasftn aod airlifti bo- 
caoH \hty wtra aoi provtdad taai- 
lary upkui or taapooa. ta toao 
caaaa. ib«r *ay. tbay bava booa 
uoatad bf saU pnaoeon oartUac 
aleaptda lAa*. 

Pnaoaan my a««a tba laasi ar 
daeaa of baa traasf an caa ba tax- 
|a| w tba baallby. 

For tba nek. tbar caa ba daadlf. 
• 

Joba DrrtDO, a forsar autct* 
yal Jadfa la Cook Coaair, DL. na 
M »baa ba dM at tba UA Modkal 
Coaw far rodoral Pnaoaan la 
SrnacOaU. 

na anarwy boUwaa Mr. Da- 
«1ao1 dMib ««• baciaood br a toac 

Ur. Davlaa. aaaiaacad » i* 
rows la tbo Oparadoo Crajrtord la- 
vcmiaooo iBto comptloB la Cook 
Coaaly courtu bad raqoastad a 
transfor fnua iha Podoral CarTao> 
Qooal lAftltaM (a LoxlAftoa to tba 
Oxford, Wla, CaaUtj. cJooar to Ua 
family. 

'Uinaiatalr Mm (ot tbo trut- 
far. but uafomLnataly, b« was takaa 
bjr wif of BoffaJo, NY. W aU tbaat 
Podoak coaotiao br bae' Qucafo 
lawytr JofTroj Stclaback aud la aa 
latarvww. 

Mr. Dovlaa. a racovthai al- 
CDIMUC who nffarod Urv pro^ 
loaa, wooad op oo ~ibo drcait' lor 
Boarly two oaoDtha. Ur. Staiobock 
laid. 

It wooad op ibojr lorn track of 
blB Ho bad booa aa roata oo 
oat of tbcoa U-Sd dar dabocia^' tbo 
Uwr«r said. 'I rofard ibai aa tor* 
rara." 

Wbaa tbo forvor pd|o flaailj 
fot to Oxford. 'soBooBO la lotaka 
took ooo look at him aod data^ 
BUfld that bo was aa utrcBOlr 
tKk Baa.~ Ui Si«u>back uid. 

Ur Ofiiia wu ibgnJod ooto ytt 
aootbor baa Tbia tiata. tbo tnp to 
tbt pruoa boapitaJ at SpnacfloM. 
Uo.wudiroct 

Wlthia a dar. a doctor had diaf* 
aoaod Mr. Doviaa's coodlt»oft aa 
llvar eaacor 

Ur Sumbock quickly voa a fod- 
•riJ coon order aJlowtai hii eUast 
to bo farloofbcd aod trtatad at 
Nonbwcctcni UeaonaJ Hospital la 
Chicafa 

A pnsM doctor told tba aTtoraoy 
tbat tba fonaar ]Dd|t wu loo »aak 
•ad coald DM Icavi Spnofflatd. Ur. 
DtVUM   dlOd   two   WMkS   lAtor.   OB 
Apnl t I9t7. la tbo fodoral pruoa 
bospitaL 

-Tbc poiat IS that if ibay bad aoi 
wat bisa awajr for i few moetha. bo 
•i(bl bavt booa at leut nftda coa- 
forublo aad >toa bu faailr aod 
dooa lOBo Uuofi.* Ur- Suiaboek 
utd. 

)AT Sifioback said bo cboaa aot 
to too ov«r Ur OeviH*s doatb bo- 
caaaa ibo doctor wbo troaiad bi> dl- 
•at la bis riaal dayi. Or Dtvid Kl» 
BaL doatrved ~a aadaL aot a U«- 
tait' Dr. KlBBal loft Sprtafflald la 
IM? aflor conplatiai a toar of dsiy 
witb tbo PaWic Hoaltb Satvtea. 

• 
Tba aaaw Boetb tbat Ur. Dovtaa 

diod. OoBoat UaHBO. a U-ycar-old 
fonnar CUca(o poUeo offkar. 
laraod blaaaoU ta to tba boopttaJ la 
SprlBfnaU to boflB a tbrto-roor 
saawaea for bU rate ta aa aaw 
parts tboft riaf. 

riva aioatba laiar. Mr. Mwafaa 
— a boon patlasi wbo bad aadar 
|0M a ^aadrapla bjrpaaa oporaUo* 
aftar a aaatf v« baart anack la l«t2 
— SBfTarod a baart anack daria4 « 
baatraaafar. 

Ur. Suiaback fUod aa waor- 
laacy writ of babooa corpa* la fod> 
oral eoan la Spnacflald. aakioi for 
a BodlcaJ rarloafh for hli dJaat le 
obiala Bodleal cara froa bla ova 
docton at bia ova aKpaaaa. 

Tbo daUbontoty lodifforoai 
treatBoat wbkb bo baa rocolvod 
froB tbo ftarooa of Prlsoas tbroat- 
tas to tara Us throo-yaar saotaoco 
lato a dootb aoaif aca.~ tba attoraay 
wroto la tbo Oa *. 1917, pJoodin(. 
Tba car* fivaa Ur. lloaalAO WM -SO 
Uudo^aaM." ba wroii. tbai It 
shocks tbo ceasdaaca aad oCfaoda 
fvadoBoatal aedooa of docoocy 
aadfalraoaa' 

Tha attoraoy «Ud a doctor at 
SprtofnaM bid anoBpiod to trooi 
hla cUoot'i boon coDditlM "wtUo 
worklof utdar aooOior Inaata'a 
Bcdlcal chart' Oarlai Ur. Ut»- 
stoo'i throa-Booth nay at Sprln|. 
field, ba WM caHod tr tha boapital 
OBly Tvlcc for a trtadauU test aad 
for a bnof chat witb a doctor. 
PriaoB doctors, accordlaf lo Ur. 
Sialobock. iinaataly coodadod 
tbat aothuif w«g vroog with Ur. 

AfUr ooBpUtniai aboat bit 
cara, Ur. Ucaaao wea transfarrod 
to a fodonl pruoa la Sudnoaa. 
Ulaa. 

'Uesnao. ihackiod at the bead 
aad foot, loft Sprtocflcld oa ;oJy Id. 
1917. traveiiai u a pruoa bas,' the 
lofal bnaf natad. TiM trip to Saad- 
siooa waa ctrcolar.' 

Thoofb 5and»ioea Uos aboat ftSO 
Biles oortb of Spr^affleld. Ui. Ut^ 
rtao travtled by wty of B Raoo, 
Okla. (33 Biles so«lhwcM>; Terra 
Haeta. lad, (700 Biles aortheaat): 
tad flaally la Saodnooa (900 BUM 
BonbweM). 

Oa several occesioas duna« tbo 
BLt-doy odysry. which laclodad 
three days gf iDcarcanQoo ai Terro 
Kauta. i*Bp«raturcs iboerd the baa 
and IB tha lockopa soared peat 100 
dofrvoa. The tlaej lef of the tnp. 
from Terra Haeie to Sudsiooe. look 
Bore thaa 19 hoen. 

At SaDdnooe. a doctor deter- 
Biood ihai Mr Uessiao had a ao- 
vero haan coodiooa aod oeedad 
trtataeai at a prtsoa sedlcal facil- 
iiy. 

'Uaanao. fearfal ibai aaothor 
loD| aad ladireci bas trip coald n- 
roJt la bjB haviBf aaother bearl at- 
tack, atttnptrd to fortclOM fKb a 
daoferoas   tnp.'   }ii.   Stem bock 

The tBBsta loefbt a Bcdlcal far- 
loafh to fly 10 Cbicafo for treat- 
Beoi by hu ovn doctor ai his owa 
expeoM Bnt his pleas 'feU oa doii 
aan asd Uemao waa ordered 
traasferred MI of Saodsioaa la tbo 
saae saaaer la which be caBo," 
Ur SleiBbeck wroia. 

Oo Sept 111917. a shackled Ur. 
UcaatBO b*|aa aaoibor dooo of 
dlosel therapy. 

ProB ^eadnooa, bo iravelod 
Bora tbaa 300 Bike soathaail » 
Oxford, Via. The aoat day. ha rodo 
300 Biloa to Qkafo, wbora, lro«l- 
caUy. ba «ao witua a fa* aiUaa of 
bU paraottai pbyAdaaa. 
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CAM AND »UMI«HMfcifri WDICIMB ••MIND BAW^ 

A aanhal (Itfi) triika u 1IUB«M Wfort 
ibc f riaoaw U iMtf t4 eoio a pltam. FTtoki 
of tach Uu»t« u% •udatory, M ar« tb« 
haB4ciLffl tAd chaltti tmeli u tboM pll*tf 
ii froDt of prlsoa kaa«t (afcovt). Piiioa- 
•n truupontd by pUji« or bw tn thaio- 
kl»4 by ihtlr hand* ut4 fMt to rtttrtel 
BOTtatnt 
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Ukt ^sAJis^ fUmam W^!i 
10        JUCMS 

Enduring ^diesel therapy^ 
Long, rigorous trips 
for care take toll on 
seriously ill inmates 

By Olive TaOcY 
MTii <nirtifci>iBnHiii 

jt«fiut Uuoroi bad bMB tusptuilwd for 
Mv«m wMks la ih« Ul U«dicAJ C«Bi«r tar 
r«d«r«l PrliOMn is SpnscAcU. Me, «b*a C» 
baa iUMlM no««4 ud IUM4 coaml of M- 
•rtl pnaou ta AUuia ud OtJidal*. LA. ^' 

At ptn of • ceailm|«acy plaa to opM bidi 
for iBMAUi ihmj tmnd «««M bo iajuvd la tko 

la NevMibtr l«C7. Ur Vtaen*. • M-fMr-oM 
vtik chraaic boon diMMt. »•• thockiod br hit 
<vn«B tad oaUoo lad cboiaod la bu aol for o 
)»ailo tn» br boo •• tbo rodofil UodKM Co» 

Oa Now X mr. vtthia M bovi of ku w 
nvol Of tbo Jccbowor boofiuL Ur. HMBICO — 

• Phoiopbga. 7A 
• World War B votorta loatoaeod M it yoon 
lor mod-dM of-laddia cardiac doMh.- 

•awrtovt «ilk •*""• oad BOdlcal tutt 
Mtabon. tad lawraal ynaoa decoaoan ob- 
laiaod by 71t« OaOoo Umniit$ JVrvi^ tb«« ^MM 
doooao of Ut yrtaoaaii art iraaifomd vboa 
ibaif coodtttoa II oanaMo. Soaoo amvo at 
ynaea boofiials acolalj U) bocaoa* of tt« bar^ 
Aipa of iba b« tfipo. danai wbKb •odtcanoa 
MOMtiAaa ti vitbbold. 

ta addliMa. lasataa eammonty amvo *n^ 
oat ibair sadKal rocordL taruai docion l» 
irowda cart viiAoot kae«uf tba ^oaan bib' 

TW »adkal dlrocwr of ifeo Ul •oroao af             m       ,      . 
Pnaoaa doocnboi a*'a Boior yrvMoa' ibo uat 
of traaafamaf ton—aty IH kaaaiaa fro* ibo 
aaooa*! tar-flsat aoroerb af fodaral pruoaa la                         «   ^ 
iko b«r«aal ibroo pnaarr •odkal coaMrt,     _ 

"Tte to|MKal frebtoB of fHTiac UkAaiaa IWII«B iiBuMBina 
lato aad oai of IOM of oar mon tvouoUaod   Chaiu sdcora • prlsofitr M h« wait* M W traufurtd ¥7 ^afta M a fatfarai 

raciUiy. laaMtt waar ha»4ntt» fta4 laf ehaliu 4aj1sg tba aadn trty^ 
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CAM AMD PUMf H>..^KTi MBDICIMK BIHIMO B/L  i 

Viuli M Chlcagol IfatrepoUtM 
CarTKtloul CMMT. a Mwal 
toci*^ b« coMptalMd thMhtwm 
upwi«Dcla« CAM paiu. Ntvante- 
UM. bt «M oi4tni w fill la • 
^ma pvkad oattM* tU caaiar lor 
flx te«n witbmt BCdkaJ mat* 
•nt. tiM Uwnlt allctcd. 

Pov tf^yt After b* iun«4 kit 
trip ta SaadnoM, Ur. Manas tf- 
nv«d teck •! T«m Haata 

Al S pa. ea UpL t*. M7. "wUto 
tock«d ta tk« bet*.' Mr. Mwrtao 
sa/rercd • burt atuck. 

H« wa rub«d lo Tcm Hisw ft*- 
poEiAl Hocptul. wb«r«. Kcordinf to 
tb« Uwfluit. b« nmsiaad u lava- 
«v« car* for •boat« ***JL A doctor 
« th* botfiul Mid tb* baan atiack 
bad itaaiacttl Mr. Maattao^ baan 
•aid* M BBcb tbat b* aoadad a 
naapUat. tba lawaali >ald. 

A«aia, Mr. M««dao **• rvtaraad 
10 SprlafnaM - tbia UM br aab^ 
laaea. 

Mr. Mflstfael ear* did oo( !»• 
pravt ooc* b* |oi to S^ruffteM. 
Mr. Suioback allc«*d- la tb* aoatb 
•flar bis b«ftn atuck. Mr. Maaiaa 
vai M*a by • doctor oaly oac* for 
!• •laatci; b« »*t ukaa olT •*dt 
caoon frtacrilMd br *a T*rr* 
(bat« pbrnciut. ud X-rsn 'HMB 
Terr* H«au w«r* DO4 tnasfsrrvd to 
Spnafflcld. tb« la«*«lt claiai*d. 

Pnaoa ofncuM. vbe wat Mr. 
M«at(ao to a pnvtu cardlotafui for 
an axasuDattoa. arfwad la tbair ra- 
tpoaa* (o tb* fail tbat bif coadlnoa 
badnabilUad. 

Oa P*b. S. im — foar aoBtbi af- 
tir tba CM* wu m*d — 0^ Uaci» 
tnt* Jasaa eti|Uad d«ai*d Ur. 
Mcanoo'i r*sB«ft for • •«dlcal far* 
loufb. uriac tb* |ovtnts*ai ha* 
tbowa bta BO -d*Ub*r«t* lodOIcr- 
*BC«.' 

VS. OUtnei iad|« WUUaa <M- 
llasoa apbold tbat raliaf a aeatb 

Uatowbila. aaotbar r*d«ral 
jad|* wu arfulB| itrtoooosly la 
Mr. H*»iw'i tobaiJ. la a latiar w 
tb* VS ParoU ConamtoA. d*i*d 
Nev U LM7 Jmd|a PrfDtic* Mar- 
ibaU o4 Oucago urivd tb* paatl 10 
coacid*r Ur Maanao i b*«lib la Uf 
•ppllcaooa for parol*. 

'As « cardiac brp*** p*tMBt 
ajrwU. I •• coovtoccd tbat Mr 
Mcsatae is "T/ lU and B*«di ib* 
car* of bis pbructaa ii Sorrbwan. 
ara UeiBonal Hoapttsl la Cbicafo.' 
wrot* J«dc« MartbaJL wbo bad pr» 
nottslr rtdactd Mr MUUBO t MB- 
taaea froa four to ibr** 7*an b» 
caas* of ta baarl coedltxia. 

ta febfaarr i»«t. ibortJy bafor* 
iodf* Colhaioa uncd bis flaai at- 
d«f IB lb* cas*. J«d|* ManbaU 
vrou so apptal to bu colUafM* oa 
ib«b«ocb. 

'W« ai* toavioccd tbai d*f*ad- 
aal IS a «*ry nek aua.' wrot* JBd|« 
Marsbaa ~Wa *r* also coaviocod 
tbat tb* «ta* «Bd baaas* coan* 
wotiM b* for tb* Kar*** of Pnsoas 
10 graai bia a farloafb so tbat b* 
caa b* •uaia*d by tb* cardMofM 
of bis cbolc* Sat *« tack jarlidta- 
tloo to ord*r tbat rilMf-' 

Mr. Uccnoo wa* traBSf*rTad a 
Oiford. wbtr* Mr SMabaek said 
bu caadldoB bai nabtUwd- 

Maoa offkials daajr tbat la- 
aataa bava dlad as a naali of B«a» 
fan. bat prisoa dedort poiat a 
soa* *a*aflaa la «bieb |att*aii 
caacdoaa 

"l^r* vai a $mf triasfarrad 
troa Laavaawenb (lUa.) ta 
SprtacflaJd wbo bad dlffaa* bUad- 
lB| aroaad tb* braia. ud tb*r pat 
bla la aa aabalaac* ... oa a 30^ 
all* drlva.' lald Dr. OaaU Las- 
daeel. a board<8niflad laiaraUl 
«bo verfcad at tb* prttoa bo^F^Ul 
la Sprlafflald troa iaa* ISP aatU 
Decaabcr 1Mb. 

"rbfy iboald b«va p«i bla la a 
btUcopiar or boapttaJlaad bia 
locaUrr said Dr. Laadooo. «be ra 
caatlp was procMHod a cbM of 
baalth precraai at tb* Bw*H of 
Prtaoar MoinpoUiaa Oataattoa 
Caaiar la Loa Aac*laa 

Dr Laadacd oatllaad tba prob- 
l*aswitb tbattraasfaraDdtaootb- 
*n (roa tb* VS. PtaitfatUfT a 
Uartowortb ia a Jalr ll IML 
B*ao to Or. K*B SpaacJar. dapaip 
cbl*f of b«altb profraas at Spnag- 
flald. 

"Tlua b a rvatsdar Staff a 
L«avf owonb tboold b« itroafly oa- 
roorsflod tbat poticBti for tmT- 
facy truuftr ouf bt to bt p^eo *•• 
nous coasdcrtDoo for jncb by b«J- 
icopt«r rath«r than |roaod ouriw. 
Tbts wouid bavt t>*ta efpacuUr a^ 
proprtal* lO tb* r«crot cuaa of nro 
patients vitb mytXMT^lAi lo/MTOoa 
(b*ar1 anack) aad (blMdla| 
arouod tba braia) ' 

On*Q. tb* probUa Il«s aoi viib 
lb* aod* of traasponaaoa. b«i 
vitb (b* data It lakes comctwaal 
ofHcan to aovt tb* laaiaia 

"1%* problca u tb* ascafialatr 
of tba l*Bftb of QSM of oaasfon' 
•aid Dr Crofaa. tb* cbMf ••dlcal 
officer at RocbaMar- 

-tt ta d*flait*lr tar fraa tdaal 
aod tb* biffcfi pfobka tbat «>• g*i 
ta wb*a w*'r« taUdag to s doctor la 
nonda aad b* waais to taad as a 
patMat" tb* laid. *Hc docaat r«*Uy 
kaotr wbat'i goisg to happca le tb* 
p*Q*at «b«a ba l*a<r<i. wbcr* ex- 
actly b*'l goi&i to go. bo« loa4 
boU b* IB boldovar naiaa. what 
kiad of ancDOoo ball gti iber* aad 
«b*o will b« g«i to ltocb«star ' 

Pbyttciaos kiio coo Plata tbat. 
too frei)u<DtJr. ardicaj rrcorli ar* 
not trauTtrrad viib tba paa«at. 
aod docion bavc oo loformaDoo oa 
wbicb 10 uodcnata irratatat 

Buraaa o( Pnioas pobcy pra- 
v«ou loaataa froa bavtng accaa 
to tb«ir cfiur* B*dlcal fllaa Ooty 
canaiB lofomanoB. lacb a lb* po- 
ticot'l butory aad icst rMoJia. caa 
b* vi*w«d .\ad at aa«a. iiu8at*s 
bav« or«dcd coan orders to g«t 
tbat la/ornatioa. As a malt tbay 
ar* not allowed lo carrr ib«tr fU«a 
witb tbta. Corractiotial oflkon 
are lupposad to can tb* fUes aleeg 
witb tb* luaataa. bat oflaa tbat 
doas aot bappca. accordlag to car- 
rvcttoaal offkan aad •*dkal 
suffan. 

Socb *M tb* fata of Claaa Pacb- 
•tt wbo dMd U boars afWr amv> 
lag al tb* Spnagfteld pnaea bo^ 
tal AprU ». im. 

Doctors — wbo bad ae far««arB> 

laf af bla arrlral - 
tb* M-paar-old aalTcrad fraa a a 
stv* blood lafacttea. bal tbap bad 
Utti* to |o oa. bacaaa* Mr. Packaifi 
a»dlcal racardi did aei aecaapaar 
bla. acoordlag a oa* doctor vba 
aakad Mt a b* aaaad. Oarlag lb* 
traaifar. gaarda laMl h* eoa- 
plalaad of stoaacb paiaa 

II* wBi braatblaf M bard, h* 
cooldal talk.' tba pbyMaaa taM. 
"Ha was r«al fcarad.' 

Mr. Pock«n, a coavicad 4n% «!• 
f*ad*r. bad baaa ta a coaaiy Jati lb 
Callforala aad tbaa oa aa atrUfI (or 
foardaya 

1 flgarad eat by tb* f*v p*pan 
tbat accoapaalad bia tba b* bad 
bean M*a by * doctor bar daya 
prior. jBft bafor* l*artB«,' tb* doe- 
lersatd. 

Tb*y traasportad bla «baa b* 
tboaldal bav* b**a iraaaportad 
aad tb«y dldat stop M a baapfiai 
»baa ba atanad loeUai Mckar aad 
t«ckar.' tb* doctor taM. Ta Mt 
•ar* aaytbiac ooald bav* boaa 
doe* at tb* poiai «• got bia' 

Aa aatopay rwoalad a disaeaad 
Uv«r. 

Dr. Laadacd docaacotad Matf- 
Ur probkaa la aa On. a. ifH. 
aaae » aa laaociaW wardaa « 
SpnaglMd. 

"T^is va*k aloaa. t ban s**a 

g«acy artaiwtoBs far wboa tbar* 
ar* tbaofaaly JtO carraat racorda 
daspiU tbair bavtac oaly rocaatly 
b*aa released froa caaaaoiiy boa 
pitala,' tb* doctor wroaa 

la aaotbar ataao dated (oar days 
later. Dr. Laadacd poiated OM yet 
aaotbar exaaple: •iTha petteai) ar- 
rived «Hb M UttM doeaaeaiatt— 

wber* be caa* fiaa, b 
wa* wreaf viib bla. F 
days, aiac* bif amvol. ban taOad 
a be tamoaat tlae for kH papan 
M ceicb «p witb biaa." 

Aaotbar doctor foraorty ea staff 
M tb* Spn^fWd pnsoa baspnil 
recalled a tMI iaad*ai la wbxb a 
b**n pstMat «M traBaf«fnd fraa 
tb* P«d*raJ Comctioaal las&taoaa 
M Teraiaal Isiaad. Caltf. 

-H* got b«r« OK. bat bis 
catb«itnzatioa fllau dldat gat 
b*r*.~ tb* pfayAciaa aid. 1 «uiad 
aore ibaa a w««k. H* «a baviaf 
bad cbcft paia every aigbl bat I 
coaldal   get   tb«a   a  aad   tba 

Bacaaa tba doctor waa afraid 
tba paoeal aigbt lufTar a bean at- 
tack and die before tbe laai rtaaia 
amved. be called m a cardlotocw 
to repeat tb* t**L 

"We did aaoiber catb end «* 
cbargcd lb* BOP U.OM aad tb*a 
took bia u nrgory ibe acxi day. 
He bad opea b«*n iarf««7 (Af- 
ter recovery) «* i*M t*si bla back 
to Teraiaal bUad. I j«si bop* b* 
gel ibora H* kaew* ba raaUy caa* 
doaa.' 
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Wit ialla;ai f^mxm ^'io^ 
rfW imm>m M^ (Mhfc T>H», WadMtak IM. m, Mi 

j. Providing inmate care 

^ • 

Lvrr Brtn l( t lUff phtraicUl al iht    ia Sprisffltld. Me, tht UrfMl of tlM VS. 
MX Mt4lctl C«ai«r for Fcdtral PrlMBMi     Buru* o( PrUwu* Bfdlcii iKilid**. 

Hospital^s condition critical 
Prisons' flagship facility is overcrowded and understaffed 

HJftt 

SpnacOtM tt dM la 
IB tbt r«d*rti ymea 
ate OM of tbt OUMI 

fMnH •/ HI faro 
By OUvc Tatlcy 

eWTWDltol 
SPWNCFTELD. Mo.  - h took! 

MkM a p«r1ffct pt*c« tor betiiaf. 
ODC*  ilM  pnvau  csuH  of  • 

profBUMoi SpnDfflfftd fuulr. tb* 
Ui M«uc*i C.OIW to f«dml BM«yotlwh»«pho«pW^ >1A   vn»cittiimia_ 
fnaoiMn BtB amid 257 cMUy raU>    '        ^    Ibtart tomA ikt *«j 
tBf Km of nuu<urad U«M. Bw- Tanar "Wi an prtfiy aacfe tk>  cwm* Mart raendr. 
Ua«J dnvaa and ftattJr rad krl£k Aaphly for ikt Maral Sraa a(   ttihar Lmr FtyM ipaa 
bwtdiap. MaoM* —dicai lyiw.'                     BM tfa^M M Ml 

Cvn la poUsbad knaa rullap todaad, mtk 1.1AI badi — M   frtan iyiHa^ tedta 
acto   tk«   boaai  af   Wudaa   Al far aaiMrU aad wrftcal caiaa —  naaaaaaafUCMPa 

T^mik IB halb ta«a ••Ikai 

aali af tkit cntwr 
Cartaa MamlkL 
VllB 

ValackL 
:ahaaai 
MMafAl- 
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CAM AND >UMI»HL.ilin MKOICIW ••MIMO •*.  , 

Flagship hospital overcrowded, understaffed 
«•-DMk Bg<ii-aM «o».»tomttw»«imi iBiifIg k>ntaMlatatanlalkiikoi|(M 

lllaltaA<4i<<ln«'B«cliinr. |rivM tOfiaM M notn MM •• • •miMi tal»* at iaaai>7 
indoukmacltaMaikala Miiiiriri i•]• n«. un yr lycU iM. fm q/ti*, iim) * km 

kanr w I* ka% Mr 4» «« h*v« « •**»<  coaifiiiMi Iw « w^ MM   PVIAir   aanilac   BMdap 
cltMiak th« tt ptef M W ip«» fUd^ Mcndttttta^ wfaldt rrrlcv |«1«| cmi bat thm 
•bu witfeikaW««ltftraMBMtla« Tht Bwi— flf fiHoM tmltA » tn m  rwilMiM  Atwn tnm 

6artnM. of WonMlka la to e<i|Mof Iki AUkMfk j^riafOald bai bMO I* 
n> Mr bioliiw, )««1> <SB. MS ad ua «mJllia«» r<(c>« nimilf 31 )Mr«, at Btx m d 

BatttatDapaim.' <Mlald](>1>fIWdg(BeWilk«i«' bOllW aod aryalMloa o< sMIad 
SUM of tb« m(bMi aUapnoe* aUijtrMan Bir'cteon ID aikr H mfl WM dndM la ka 1M7 — «tti7 

•r* troa tb« Mdlcal prtrfmMojdi mUftbld M tte nrtoM v«Mkl J<M *Mki bidon ftd rnMfdiT H^ 
wte b«v* prvdead behind tbi vtUi MTr^' Tld NiM «blila«d Ikl r*- mtfU to M iMpdrtwy mAn 
o( SpUflWl Xur dMT<b> • b<» yora, bennr. taa prtM lowiai iM 
liM 10^ ncbid by woiuuwdlac «teraqMmdaMttptf^. VMM TWMr dM Ml iddndi 

Ttam rtrfVlmrM ba^ bMn doe«- 
•MMd by laurvil ba^ul nearer 
Md ladafculasi •«&% 

11 ia f tad ibal «« tra to BMI 
Iha jUDdMri at an IB Iba "——n- 
uty. bm «« do B <Ki7 aa Daeb a* ll 
Goovaotfoi.' md Dr. Oaata Ld» 
dwti, (OfVar flafl Utlanlal at 
Spttaffiald vbo ncastlr wai traa^ 
farrod lo Ibo La A&icta Mafnit^tt- 
taa DatanOM Cauar. 

Oxton aad airaaa, •awwtalk, 
aajr Iba glwlb aad afla( o< tba a* 
•ata popalaOM aad tba advasi tt 
Am bava foaacbad tbca bayvod 
Ibair capabiUOM TlaMa d0 
anawblBC ... baTora tbara la a 
daaib,' aM doclar bafpd bcr aapar* 
ruora laal ya«. 

'An Iba ybyadaaa ovanaorfcad 
aad aaitamKladl An ihtf worbM 
praar bard? Ts Ibay an,'laid war 

U^MEOtCALCCKTER ' -'-*v:>>]Sa^4ii 
FOR FEDERAL PRISONERS-:;  f^^^^M' 
Walary frtal and la/ya< ladaral miacal lajly. fcjl bi liaa. 

bbaaiaK nagirap irwacal cartar. prcvKanq acuM oar* antf awllGal 
UMtfnam lot wala pflaonara or al taotfity lowfc  

Ta<alba«BM«l 
M«a»llalbada(»ii«r<aiKai«»Ml)!> 

•aielaclMllqunalerbacatifaar . 

2.jrT223 21 "SSIIir 5 F««l to foor ortialaadek lartM ifaaao Oadtao o( tba aomnadM 
212j;f??L!LS72i. laanflcadM'a< lU i-llDll »no» paaal. b« ba aid Ika boa|«al'w 
*~i*'^'.    •""*"•'?"* • darai laadaqaaa MamlH aad ndM •»• Ika JMM OMMWIM 
^l^J'SjnTZn^ a».l.aOM<<»adkal«aHMd(a(l. >olaiadoalaaadadlobaoorracM- 
!^^all^I^^^ —wl-Pll-n'^MMlTMaanaM -na>MloUa*. <»a back 
aaailyaal»a|»|iiitla«alla|wl». ,„^,„   fba «»^ay ato laMd la a^la (la Jasaarr lMi> to tbalr 
Hdiibajiw*          ._,^_„ ibMthaaaaaf blood aMbtaado*. UoMaf imr aad tkay lUlad aD 

la a laaa npay al paenc cmt ... 

_   -_.._,   ,.     "••••     uraddafflvtaiadalalalraHnolia    fllyat 
aad aatada Iba ba^al ban «Ba»     ,«p„nai, „ol to racotaam nr0.        •SfrtatfaM M amraly aate> 

-   __           .^_    ^^ M. iddlaaa, tba layort aad, Iba Raa at 13 fealtloM to aadkal 
Tba aa^ iMafaadaai body a ..nci ,„a, », (on» aa poUey aad nrfkal doclon an laOlIad, aa, 

?°"'^L_? ^ .  ~ ..   .      • toaM|nla|docloodMaabiaadM oardtoj a |na» oUlelaiHarly tba 
SSS^^iil.iSI?'*'^ ibo boanan ipaafl. laa* ar M ya«.«tbaaloar,»*akpoi«>l.nB 
T!r._I!.2r?^^ "L. aacb Jociin trtrrm capatmaia K Iba beafdall tbna uanuaa r» 
'Tt ^"fTzJ!^ !!Z^— Dr-Owaoa, wbo la laapoaaMa taaad narfai, tbay aid, bacaaaa 
Sll!?;j^"Slr2.'t^ toinad»t4oc«w,i«Ja,abn» af ibair aacarM aboal ,aallly a( 
paWDcaaadjaoaal can, aaeaf j^ , ^^^ ^ ^ roalMna^ on a tba aammoa. 
aibjamoaaoM ___           ^ tmclaaeaa. eallli^ Iba laapanen Baaaa a( Ut aaraaf ^adOM 

T»m^ M attaa _^   a oa. „,acal lba|l la-bokaaliad boon aa aapiy. Mia 01 iboM racaaela 
»"T* f***! an oaar tba laa » aad laaiba Jaebaa' ban nWad to a laaa a )Mr. doc» 
nod a yaan aocorduf aa laa, ^ ^^ ^ naaaiad aaay a iM aaiii ibev. 
*^''"*^2!?!?'^!S'i''''^_. laqalraaMB lapoaad by tba aiaacy Mm a now norpaUadoK 
^^SLr^      J!!S "T!; aBdto«adtbaalrTala>iMa(i«M »aj laiaraaB naflaaly oarrlad a 
clTr^'S^L^i^"'^'!!?!! boayiMla »• ba aebaortdiad Iba laaibad a( aon tbM 100 boa|lta|, 
bo^al, ay Iba laaMua cnaaa by SfrlaffWd bM M cbato ba a MdpadaHb 
""« MM ad ; tota aad olda oMply totbamlaodalaub li a aialai la JaM !»• a a*. 
5S*«2jISJI'!SJi'   -IT «a»la«n tba boaylan taaltty dna laOMaaf caaakada aaMt la- 
r'r.y*'''?? "5?".~ Hi Maiaaa. tba 111 iialiil aaoadl- arala« tr. Laadwd. »* cbat it 
ladaa«,lbaM«rbaaapti^acb»aa* uooa coaainaal Ibraa aadlan - baallb laiyaai a tba Ua mala 
'•.2!!~'~f*         ,v, vw adocMr.aaafiaa.dMalal»Hli» tollUy.  aad   laa  fbyadaM  i» 

~?«LT",1SSJII'^^S2 to-l»adalSFla|fladtoM-a» aabM iba tbay laaMtaaOy pn. 
rT^L22!^L^"J <anMrv«Ulyaaaaaca,b» iMpd Iba lay af <ata> yaMHi 

f.ii__   '~*"^     ~ 'Bal It a aa laib>M<' «ay la arda a dalay tba airlnl af aaa 

baatb ymya^ laid a a raoBl »•     ^^^ fladlaaL vUcb ik iboufladlafk'blcbibdyiiaaaad        »a«a Tanar aid tba btaptw 
aibobaayiallaaaMJlaitNb      a'lumir I 

"*!!5^ Tba aadhow aaat o*y IM aapalaaia* 
k »bia l> aadlcal aaS aaatlM a ac, aada •Olnaa«|,tf 
bayanTtfl     ,^^ aujadHaba  iiallinaa M    llMBl bM bay 
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lUakn>«Uk»irMcUdi)oM tm*ti cm tl*> <nt cimt fd » r\tww4 ^ m Htm mtt O^ tltm 
ika •• aMM M k«» bMa •>!• • •<MMi>ir. kn»baHalii<»fH<oraMaal 
ata an rf ««,• Ww«a TMwr        II «l <o»Mi mO «i b»- •stk^m^dalmiM^ 
•u pond, ••< ik> Kdn nrala( Mtf       •?«• (|kiadaa1 aiMmBBI ••< 

l|rta|(W< ka 7«r •« *nf •• ndiMMid. Sn«ii ••«• nnm m fiiiwHy nu M »nt^ 
utiwttt *i m mmi m » |TMI ^M.••;<>( Av»lo>tK«wi>iS' an palm • < lOTd Wi«a4 ikMr 
•ton n raM c^Mtr-IB roral* m • lulMM »«rtm atOHUt tamof apvaniAKwkkk|kj» 
OM cwnaMr k M>* c*r^<*T. <» )«f"'1»< pWW <an ••< daaa do M> i>ta M OB* a <*•« 
l«HilT»nimi>i*»HHi«<—• BidtlbMilMliulaMWUnMK iMr awk ttcra^Ur,' Dr. L^ 
<alnab«hnadid>UMnmli Ite qma doiiBi can <bo« <led wma li a OK. a IHi. a^ 
canal Ika ntac •( padaaa Ikaf ><«* aid coa rafUUcad gam na a Wvda Ttnm. lUa laaA » 
acoK. Ward*Iknar aid. A Taan-aiqanasca a VlafHaU | —itlaarT 

Ihnaa. paOcaJatlr oa Oa « rm Taala a bodr a fll a ita.* na        • Cmawr a |olkT aad aOIdd 
tttiM. AUa. mt tba aiau Ita aana atad aa a ba aaaad te fair ilawaMK laaaM ban irtaid 
laaiaaribarkanbaaafcaaniada •( rambolca Irsa pnaoa aaltat- ddapa la ^«la| caa awa l^ » 
p«««1da cart la aon yadaatt thaa Oaa rtv* a Spr1a«fla" " "   ~ 
Ikar caa haadla. »r Dacaatar. Ibar na  »aflla(  ikarUfa alaa i» Ooaa   an   aa 
aid. Iha iborap bad bacaaa a lanad la Iba aoa bl|kl7 nuad wliklaMkana _            __ 
KIM ibat adauiamaa doaad Ika aanabaUcaafaadanpartBrT        Ika   Mi  aocndladaa  mnn 
•raraOai raa he Ikfaa aaaka aad pcM raba Aaa catla( hr Ika aaa fcaad Ika atoai aaattlrd of a» 
faaaataad laf^cal aana a akar acaaly 111 padaan, aaacuadlMBua daaa atoaa racada l>ar lailaaad 
paia a tba aamaBca. * a»» tad eaauaWaa aoad. bad aa baaa airaaaaad •Ubia » 
•an la (aoaan nqabUt laaaaaa • Navtr a daaai aana laar boan a( Ikar arlnl. Uiar laatM 

Or. KtoaMk Sptoftar, dt^tr €hM <* Baoiu* tb* luuM U esuUan^ • high •». 
haaltk pncnmd at lb* VS. Magical Ctataf cwltT rtek. k* li chalaa« n Ui ba«. A 
tor r«4ana Prtooun la IrrlatflaM, M«, guri alM win raaala la kid rma BMII 
ckaekaaaaalaaMiiaikdraeimryroaa. ifcalaaaMltranrM^iekiaoaa. 



m 
«fM       »«<"<<w. Hmm.ym 

CAWl AND mMI»M> iWTl WDICIW ••MIMO •*.  J 

•M(DM. ralk« On taUl lna» Thii •tab bdlSr Mw » M 
hmduVOfl'*''' M of oslrd Ota a ilaUin*. 

win b> Wt M kudU UHMmnr ww ••m •>> h« •««•< M tk< 
liuuHi •bm cOlcUb 4D M «« li«llcal Cwv hr itns ^Ml 
oa ta lb« eauimltr nd •*• i» Q,. omm MM  hi bs » 
f«n leai b<ii(lul xan. ladMbf M|nd M do 1U i1(bl Ikl^ • tk< 
AUpMlui. nthldal- 

SKkckuiiailiniMaMihtbv -Ail I OS Mr u tk« il>« km 
duoalbiBadlc>lilia.MthiT* bMa ogaftelui braofkl B ••. Ml 
M addna DM of thi aura aoa >• araalj Un budM tbm la, 
pvntfn mapUlDK IM Dr Q». a< itoHkl. tlu bM wan B (rmdi 
loa la, la tba «Qrdl of ada aana, a iha baal cara to tba padasa." ha 
-\iMk' auaaiar wbd nnu a blud aud. 
q, u bufllai br doctin asd (Xhac -H  I  hanal   [laaaad   all   th< 
dafldooad aanaa. • al(hl ba bacaaaa thai I 

•Or. Oaawa la a aM old faail» br>a>1 dooa 'hi lbair«» •auad 
•aa,b« badoaaal...daal«thIba aaMda* 
lioblaaa o« ban,' laU tba nfl» laaOaom   la«lanU|i   oxplad 

•Ilk km par. daafv, aadanudn^ 
aad onRreiidlai, ban daaonllad 

Boat doadaaad br, la Iha •«« 
oaa kaiiuaa raalalaiad aana,-< 
»to«iiapinrt».'^ 

-What fartbar raba Iba 
•Ima.* lacaallT raOrad 
laafd Iraa Fall maa Iwaaa .^f PI 
cat OIneaor lOka QtialM,-k I 
fact thai ta i(lla of Iha umoaa 
dollon that •• ipoDd oa ibaaa erli 
aala for aodlcol cara. Baeb of tt 
Boaar la waMd bacaaaa of 
pauaca oa Iha pan of I 
itafl   .   >ad Iha raflaal of oOdal, 

Minnesota 
center aided 
by Mayo ties 
ByOUvaTaUcy 
MBa><1WSii»na|an 
• •anibdaan^>i> 

noanrrtll. «laa. - Wbao Ira- 
Uadi dopalT pnaa alnUMr. Brtaa 
UaJhaa, *aa lold Uai aoatb that 
ba uadad a U<ac naapUal, ba 
Oow ajso Milaa acniaa tba AtUaOe 
m aadarta tba opandoa al tbo 
IwadUaroaialc 

Wkaa coavlctad Loalalaaa olaa 
htm Carloa UaRalla aaadad na>. 
•oal lor AbhalBar^ dtaaaa. ha 
rn'alad )•« two aHaa dowa tba 
read ta |« tba laaa ^aalll; of cara 

Iha )»raar<ld Mr. MarcaOo aaa 
aalfBOd M iba radatal Uadlcal 
CaauTal Rocbaalar. Iba 01 •» 
laao of Pruoaa' omK - lad i» 
eortinl to tnflOan aad oataMon — 
bw prtJoo boaplial. Tba coraar 
slooa of that dlMactloa Uaa la la 
amuadoa   wnb   tbo   'vm* 
aonodUaroOlalc 

-0( all Iba pruoa docton rvo 
daaH with, that llair U oalstaad- 
la*,- laid Ma J. Oaair, a lormar 
fadaral dalaadar la Saa Dla|o aad 
|oa(tlBa endc of sadlcal eaia la 
ladaral ;auaa. 

-Tbar^ a »oka oTIal la Iha 
wildaraaaa." ba aud Tl wai fiarad 
10 ba iinniaaalu aad It itanad afT 
wlib Iha Maro eaoaacooa. Tbara 
Iha oaa lladani aMIcal caotarl 
Ikal Is •orUaf ao«' 

PMC Hoebaslar "orka • Mil 
Ihal top prliaa adalalairann eaa, 
tloa that lla itaadarda ara IB^iari 
Ma M dapUcala thraa«bo« tba ipa 
tarn; 10 laaalaabai lor iraarfan 
Ihara: aad daclan al alhv prtaaa 
boapltala pout • !• aaYlabla doa- 
w-padaal radaa • praef tba( tba 
lacllRp racalraa prafaraaoal tn» 
Baal wlikla tba laraaa af ?naaaa 

Jarroaadad bp aa afflaaat ra* 
daadal aalfhborbaod aad ibadad 
bp pooaa af naai tka aana ba^ 
•1 tar Maial laaaaaa oaea aaa 
toon at Kachaaiar Kan Roapnal, 
I Baaial laadladoa aaol 11 aai 
coaaanad la ua bp i 

Caanl to Ihal daclaloa waa Iba 
hoapitail proxlaUtT to oaa of Iba 
worlds aioat ropactad boapltala. 
Tha Mtcast fTr«n«th wa bava U 
oar ralaUooahlp with Iha Ifapo 
Qlalc.- laid Dc. Joaapb Bocaa. a 
cllBical papcbolofin aad foraar 
wardaa of Iha pnaoo boapltaL 

llscbaaiu. Iha baraaa'a «nh 
Bodlcal caaiar. «u dactfaad la 
haadla iha aora cimplax, dlfncatt 
aad aaafoal Badlcal aad tarilcal 
caaaa aBoa« iha prtaoa frataB'i 
aaarlT so.ooa laBataa, Dr. Sojaa 
Bid. 

Tba boipltal baa coaa a k>a| 
war *aca in rocfep ftart. ftoaidaeta 
loat coon battlaa M kaap fadaral 
prlaoaan fnaa Uvlac la Ibalr 
oalfbliacbood. 

Thm fadaral |ovaraaoat aflar 
parU( na Binioa for iha ata. 
ipaat BlUloas aero oa oqalpaaal 
aad rmivadoaa to naai Mayot ax* 
acflatnadarda 

-Wkaa I Ural |0l bara. thara 
wara ao padaaa la Iba boapttaL Iha 
oparadnf room waa oof coBplatalT 
nooTiiad aad ihara wara a lol of 
problaaa,' laid Dr M*nh* Crofaa, 
a ifapo fradaau who jomad Iha 
prtaoa naff la 19«7 u>d latar bo- 
coBa ID lop Badlcal offlcar Tbara 
wara ae iratana or prwtduraa do- 

Tba nair waa ibon of oaraaa. 
BoaaliBaa with a raHe of oaa aaxao 
« M padaait. Dr. Gro«aa aald. 

A nnilni polal at tba hoaplial 
occarrad la laia iaC7. wbaa Csbaa 
inmalta nolad at fadaral prijoaa la 
Atlaata aad OaUala, La. ta aadcl- 
patloa of racalrun cafoalnaa. aa< 
iborldaa at Iha UZ. ttadkal Caalar 
for Fadaral PrtaoMn at Spnal- 
nakL Ho, daarad ana of its baitt 
by boaof pruoaan to Rochaalar. 

-Wa UtaraUr waal troB bavlac 
« padaats B ha«la| 10 to n la oaa 
dap.- Dr. Orefaa laid. -Javaial of 
thoao padaaa wara Tarp 01. Tbap 
coBa oa a loa| bas nda Oaa po- 
tlaat diod withu M boon . sor- 
aral oihar padaats dlad wlthla a 
ooaploof waakx- 

M. Crofoa Bid tu chaoa 
tnnarad bp thoaa araaa -aada for 
a Tarr dUDcall raar-hat forcad Ro- 
chaalar B bacoaa a tau-aarvlca 
boaplBI, 

ta Iha paal paar. Dr. Onpa said, 
tba boaplBI bas bfoo(bt la oporat- 
la( rooa. lataaara cara aalt ab» 
raarp aad trap aala laB fau 
fw1a» 

As Ihar ftranlod to «Baa 0^^ 
Baal aad naff, prtaoa officials also 
bad B wta ovar toaa Uaro Qlalc 
docton who waraal aa<ar B iraal 
padaaa bablad prUoa ban or B M- 
capf pruoaan laio Ihatr cUalc 

A Uaro ash forca aada It claar 
B pnsoa ofUdais that iba dlalc 
weaJd eoaproBlaa oattbar tba 
taalllp of IB cara aor la laaia. Bid 
Kaa Johaaasoa, a Ifara a 

FEOERAl. MEDICAL CENTER 

Maaarpi Ponrar slalo HBOUI nooena aoquwad bp oa liaaau 01 anaoia 
ai IMS', oeaood w SwaxNbar IMI. 

Maalaia Oaalgnod to traal vary dltllaai Of ecnoMa 
caaaa Sama naaoy Bar-w and-aaojfify ifvnaiao; moat 
maM. but aaoul baa a doaan wofian hava boaft i/aaiad. 

nwllcal afid iwgica 

d tiiHia* ».• jTiaeo- 

•aiofaaad a^aaa lac na llaoa paar 
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CAM AND rUNISHk^tfirn MBDICINI ••HIND SAKJ 

MM kjr ffvwortad doctsn 
I&B«« pMi Cftltutoi fgff««d 

•nM rHptrataT arTMi Ira oa Ai^ 

•ttfl. protaUr wooJd hen dUd bad 
t  SATW   not  pcrfcrmad   Bovtb-lfr 
BOBtb rcfuxauaoa. 

Ur. GaJUDca ^ad bwa M th« 
prlaoQ boapiUd for ai^bi 6ajn «ltb- 

Or. Pam Aihncht. tha pbrtidaa 
to vboa tba tnaata wu usipiad, 
Wd LB «a Aa(. 19 sanio thJt Ur Cal- 
taacn «M aMoag 10 or Bon padaon 
-wb« kcvi ban h«« for • aaatar 
at diTi vttbiM bctni SMZL chM to 
itspla  lack  rf aooofli   ptiTAciaa 

TUi li J«i tte klAd ol avtai ibtf 
tarn U axpaoad to lantaaa ta IT*- 
qoaocy. vith inavtubla canalOaa If 
[ba iriua ot racdvioi padccti to 
ihu L&saranoa u DM ctuu^ad to ra> 
naci bo* auutr paopla «« caa raal- 
ifOOkUr taka can at m as7 osa 
OflM^' «TOM Or AJbncbt. a board- 
earoAad IfitcraoL 

'Picaai <lo niDctbUi4 ibovt this 
nnaOOD be/cn th«r« U a daatb. Tba 
Badtcal pbywaaia tod anrMa ara 
div«lofU| • tt«c* aaataJlty. raa- 
Bla| froa OCM taarfaacir to (ba 
Bflct ft U oot {Odd Tor tba paclaa« 
tfat uuDruOon. or a&' 

Tbt bvaaa Ajvari nfi. If yvu 
dWot Ls wnooi (soofb. waTa fo^ 
la MDd tua n SprufflaM.'' Mtd 
Job* J- aa«T. • foraar fadanl da> 
fa^v IB Saa Kifa 'b tbai for balf 
erbanf 

• Altikoafb •daOAlstnian aaiU 
raccDilr bad clMnctarUad S^rlaf- 
lUld M • btf^ty iDadical ccoiar. ooa 
rafiftcnd aora »bo baa «wkad 
[bart «i r«an aid. IVata a laaU- 

Tbart ara ao docten ai tba boapt- 
tal tftar i pa. or oe waakaodi «»• 
Ua ibar tf« odlad lA oo an aaar- 
faacT. Ooa docvr la da«caatad a 
tba pbyadaa o« caU. Tba nKada^ 
—rjtral foBtn Uf. ladadM al^bl 
pfTcbiatJiJCi vbo ooraaUj do Ml 
ovat nadlcal caaaa. 

-A uoofrbad boapital IB iba prt- 
rau «ortd «oaid ba faar^ ap for 
|au( M bosn • dar.* aid >. WU- 
Uui Hardaaa. a ftnanl rufaoa 
vba "orfea a • cflojajuai M tba 
pnaaboapaL 

T^ UbOTMorT. pbarmacy. nr- 
(•ry aod ndloto^j <]«p«jTm«Qts alao 
•bat dovB at tuftit and oa v««k«itdi 
_ laadioi ^idkal nafl to coaptalB 
ti daiayi la |«nia| propar TraataaM 
for laautaa Sooaiiaaa. docion af. 
ttof an coapaUad to trasj/ar 
aciMtr iD padaaa to cooauutr 
biii|MTili attboafb tba truu^an caa 
brU( ibaa tarn coaiUcx wtib prlaott 

Dr.  AJbnfM.  for  auapic w« 
rvprtaaadad (or trmoaf arl&c inaan 
Mck nnUe a a dtf»ma*i> Vla(- 
OaU htmftm aa Pndar. Oct a, im. 
Al tba tia^ tba Oy^m^M dlaf- 
Miad dUbadc bad ar>«d aol7 «• 
•MIB «< bM tS^waik aataaca a« a 
^Mlna eaancdoa ttr. PinUo bad 

rnorladlfn tbal Ur. Ptrlllo alfbl 
raquira laaaiUnt rtrrwT «Ucfc 
ba coQld Ml (a« ai tba yriaoa boapl. 
tal aatll Uoodax — Or. Albrtfbi ar 
darad kia tranifarrad to 9l Jobs'! 
Xaiiloo^ Uadkal Casiar la dowft. 
town SprlofllMd. Tba lAaaa ••• 
danwit rnrfwj tbMi tba foO^viaf 
daj. uta «v«aniallr • porOoa ef Ut 
la( WM aapoutad. 

Dr. Oawioflk tba prlaoa^ cblatf 
doctor. noUad > Aibrtcbi La a No- 
rtabar iMt aaao: 'Yov actkat n^ 
nllad Lo ao Lmsata b«ia| traa*' 
farrad downuwB •.. "baa tbara 
wit DO tamadlaa aaad. To« tbaaby 
nnnaraaaillr braacbad sacwll7 ait 
tba InaaH, irbtla alan innaraMrllj 
)aopanllMd tba walfan ot tba aacerl 

Or. Albrl4bi arittad. bo^-rvw. 
tbal tba raaj probUa waa tba lack «l 
full-tlaa itafhai at tba ptlno aad 
tba adaiiufltratloii'f anaopB to !»• 
tlmidaia doctora vbo odlad mafr 
tJoA a tba borpital'i dafirtanoai. 

"Uj Lflvwtlfatlva aad ibertpeoUc 
cbotcaa (M Sprutcflcid) an Ua- 
ITad aod I bava baao iqoaand too 
BABj tlaaa. nnca I arrfvad bar«. b»- 
r««as tba oeadi of tba paOaati, aad 
tba loabOJty of tba msaraika to 
aaat tboaa oead^* Dr. Albn^bt r» 
tpotkdad. 

Tba o^doctoraoQ-waakaadi pot- 
k7 earllar bad fpawoad Oallar cno- 
cua la tba caaa of moala Cii|ao« 
Pleldi wtto rofTcrad maai^ lAtar- 
oaJ bk«dlA4 oo Fndi)'. Jaa. IX IM7 

Aocordlaf to iBtamal pnaoa 
aaaoa obtauMd br TXa Stwi. Dr UI- 
cbaaJ Swaikaoa, a naff twftoB, axa- 
Bunad Ur. PUJdi aftar tba H-raar> 
oid prtaooar todda&Jj bapkD nnJt- 
inf Mood aboot I p^a. Dr. Svwuoe 
ordarad a bk)Od ovufoaMa aad Laft 
tba mratunoa afta* p<na| ordan 
for iba paacci to ba •aaiiorad 
doaatr. accordioi to tlw aaaoL 

Tbai avsaia^ la a talapboaa call 
witb tba aadkal officar oo day. Or. 
Carn Jobaaott. ao aaaatbasolofla. 
oiuaa oa daty taraad Ur. ncldi a 
bauf ooatabla aad raqulnof i&on 
can ibao tb«T co«^ prvnda. Or. 
JoAaaoa ordand Ur. PkldiL wtw vn 
amaf a LS'Xaar tmtenca for lotar- 
nau tnaxponaooo of nolca acun- 
tlaa. traaifamd downtown 

Vbca bt amvK] at iba do«ft- 
town boapttal tbat oi^bt. Ur Platdl 
aid. tba adiBitTln< doctor told bla 
aad tlta piardi »bo caconaO bua- If 
fOH'd bava wutcd nrt aon •»• 
9UX jva cooid bav* droppad bia off 
aitbaakOTftta.* 

"tf tba fltumn* nafT badsl latar* 
vvfMd.* Mid oaa rtfutarcd aora m 
Spnncflald. "ba cooJd bav* diad * 

AJaa Daakln. i rtfuiarad DUJW 
oo datr tbat aifbt. laid Ur FWldi 
"bcJocifad downtown, ^i tbt maod- 
ta( pfaraoaa dldal wuii lo and 
hla a tbat tlaa* 

"Wa bad a |0 arovDd tba frnaa 
a |ai bia downtown.* Ur. Daakla 
aid. 

Dr. JoboBoo'i dacMoa. buaa»ar. 
waa rahiaaittf otOctMd bf Dr. 
>aaaaa«. wbo Daarfy caaa a Mo>ia 

k Dr. - 

vica pfayrtdaa. laHr ••• vaatfani 
tnm JpninnaM w aa ia^lm tmm 
Tittea IB N«« tiadea Ba anrlbaMi 
Ui fiiinHiiBui IB bia oaapokaa 
crfoclra of tha fi^lqr af c«« «<• 
farad br tba frlaoa teaptat Wardaa 
Tanm aayi hi* parfmaBBOt «• 

T^*e fltaf phyMclaaa wba tev« 
baaa critical tt tba cara frovUad • 
Sprtacnald — On. AIbrt(ht aod LaB- 
dtkcd — bava baan traaafarrad oa 
of tba UutttnUoK 

Tbair tnoif an, Wardaa TvBar 
laid, wan for 'a varlarr ot raaaoM 
which bad i>othla4 to do with tbatf 
ooapataocT a pfantdaoiL* Ha wooJd 
Botaiaboraa. 

• AltboQsb tba M ocbar ladairi 
prUoea aatkaanda tradltkaaltp 
bava lookad to Sprlncnald lo prowtda 
•adlcal cva that t^ otbar Inatlni- 
ttotu caaoot provtda. Sprlnfflald ta 
racaoi faan baa aoi bad tba r» 
lourcaa or ftafX to aoooaaodata nefe 

Durla« tba IMI Oacal jaar. whicb 
cadad la Ociobaj*. about X) pcroaaiotf 
tba S.OOO pruonan aant to Sfrttf- 
flald van crcaiad at COOUDUSJ^ bo*' 
pItAis. Tba total coal of oatnda aadl- 
ctl can was tU nlllkx^ afn^ritm 
a n«waa npptlad br tba aadlcal 
caaar. 

Earlr tbla raar, wbaa boaptial ad- 
BUUnraun doaad tba oparaOi^ 
rooa aad otbarwiM anablad a 
kaap tbaif doon ofaa. Mp prUoa 
•adJcal ftafi froa Waablaftoa aad 
ICuaa atr. Uo, baddlad »itb 
S^tifftald   offldali   a   aap   oa 

MOT. Aibnchi 
I a larpk hal wamn| araa «f 

Tbia iprtn^ tba boaptnl ovor- 
baulad iti aatln awdkal opandca 
axkd craatad a aaw aatbod ct laaaa 
Lag iBoataa to batar 'aaicb tba la> 
aau Baadi wUb tba ftafl ooraraflB' 
aid Or. Kaoaath 9paii()ar, dapwr 
cbiaf or baaltb procraaa 

Waraaaa Oacaabar aad Uar. oO- 
oab aid. SprtafnaJd radnoad m » 
aau pBpaladoa froa UM to P7 
aad cat fraa JOO a 1« tba Boaba 
ot bads ivnUabla for patJaoD «bs 
an acnalr iO or racmrlaf tnm 

How«v«r. ita/T aeaban MT tbal 
altboofb tba raorjaaixaOoa "atr 
kx>k banar oo papw.' iban appaar 
a ba a laa&r lurpcaJ aad anialr d 
paocQtj a bcfor*. 

Tb«r>a fam pUrlBf • ibaH 
laaa.' aid ooa r*(utand atua 
wbo ukad oo( to ba Idaotlflad. 

Tba raorguiiatloa oootrans wnb 
tba bosptiaJI Bimoa a daacrlbad 
Ax BDotba aarllar br W«r^a 
tvrat Tba wardaa taid ba tiannart 
a lacraada itaff and aqtupaaai « 
tba Bureas of Pnsoas' 'loiia can 
bofipitai' to provuja laon ui-baaa 
arvKas. By Uar. bow«TW. prtna <^ 
nciAli wan playlo^ down iba ba|>- 
lal'i capaHUdaa aad focaola| aai 
oa tba U o«t«da ipaciaUaa vba 
can for laaataa 

Or Kaanatk Morltnfi. aadk^ 
dlracar at tba aanai tt Pnaaa, 
fad tba fhirnaa ara pan of a *!» 
flaaaaar of tba qrsaa la wblcb r*- 
fOQTcaa win ba raapporOooad afr 
cordtac a aacb inaUtntknl a 

Tba aaaoj. Wardao Taraa i 
fkat laaaaa witb iboniara a 
cal pnliliMi — parocniartr p 

a PsMk Saahb Iw-   jadfii aai IB to Mcwttj rMi . 
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lor ud BMbw of ika taA roR*. 

•m<la1 conoa M ur n^tm Ika 
k aUnlat ufirlar <an.- k< lUl 
•Wt oslr hln ooa quuiy oT an. 
u4 v«*n r>4n( to provtdo iho t^ 
profrloto lovol of uro for tho p*- 
tlOBt^ wboovor thof •!%" 

ft vH two yt4st «n«r tho Dm 
MonJ prljooon o/Tlvod •( tbo Ro- 
cheMof pnsoo ull that tho Uay« 
Olnie d(&od u oportdaf ^roo- 
sou w<tt prtaoa afflcUli El(kl 
aoalhi Ulor. U Novtabor ItC. tho 
nm Uoro docton woUod thioofh 
tho aota] dotoeton ol tho fodorti 
pilM. 

Uoro docion MW oAJr 10 pfflooo- 
on Ihot jroor. joid Joo Uoma. •>• 
o«hor M070 took rorco monbor. LM( 
r«or, IJM Uuutoo won tnotod M 
Uoj* focUltloo. whUo UM won 
Moa la prlioo br Uofo docion. Ur. 
Ifanlaiald. 

BrtDfjaf foloiu lAto tho Uoro 
dale hoo provldod 0 stonlXaf cfl» 
tnst for a i&cdlcoj suit Bon acca^ 
to«od to doalia« with MInnaonfi 
famon. wealthy ntmot aad talar- 
ooaoool dlfi^tarloa. 

ta Saptembar 19<S. pnsooor SU- 
via BarakUnl waa truxfemd 10 
Uatbodlat Hospital. 00a of two 
Ua]r»«ffUlatad boopitalj. for a r» 
dloa iBplaal to traai atanaa caa- 
COT- Tho 4<Vreajold inmau rocallad 
that aha waa ibacltlad at Iha aaljaa. 
baadcuf rod it Iha wnm aad rellad 
la a wbeclchalj la/rrHiadad by flva 
or )u shot(tio-lotlaf (aarda 

Tho caarda accompaalod Ua 
Baraldlal. aaoteacad to U yoan for 
araad robborr. rackoioonaf, cofr 
tfu»CT aad crlmlaal coaiaapc 
dowa tha haUa to Iha radlolofj lah 

Aa a t»^>»-t^t« calcalatad Iha 
procUo dooo|o ol ndjooctlvo sola- 
rial for tho •aU.dcacnbod -poUOcol 
pnaoooa." Ua Baraldlal nld. ho 
waa ihajty aad 'iwaatlai 
prataaalr.- 

1 Mid. irhy an jroo twoaHaf M 
•ach?' aad bo lold. Wall. I doal 
Ulta aU thaaa |<taa' 

1 nld, Luiab. doal worrr abool 
thla TB DOI |OUI« to fiva yoa aay 
probUau .. . If yoa doat lUa It 
bow do TOO think 11 sakaa Ba 
(aol?- • Ma Baraldlal laid. 

Dr. Crofan. tha pnjoa aadlcal 
diracur. laid ibo. too. bad to o*or. 
coBa initial faan froB iacarltr 
Baaaoron 

~U thay'ra dowatowa thay^ 
ahacUad to tba bod aad than an 
two Mc (urda ntunf than aad 
yoo ihlal. Ob my Cod. wbal did 
Ihja fay dor Yoa doat kaow thai 
ba Blfht ba i Uwyar (rOB Pbtjadoi- 
phla, bat tba nila tayi ba baa n 
hava thcla rcatraiata.' 

Althoath pnsoa offlaala Bid 
thoy-ra plaaaod with Iha ^aalliy of 
can prvvldod by Uayo'i pbyaclaaa. 
Uayo adBUUstraton dacllna 10 dl» 
caaa tha work of thalr prtjoo coaa- 
larpartt 

Tva baoa oai with aaay (Maya) 
phyaldaaa back aad torrh. aad 
thoy-d jay to B«. Than an tha 
laao 00 tho cunlc' - Bid Mr. liar 
da. "Bat wbal wa do eol than to 
what wo do dowa bora.' 

la loaoiaL- aud Or. Cn|aa. 
tho pauoali |ol Tory lood eara- 

lat tha axaUad toaoral pooal» 
daa. or aoModlcal taaataa wta 

•iBply an aaalnad lo tho (odUtra 
•art aalt br. Crofaa raid, 
rocalvad laaa Ihaa Idaal' haajlh 
can aadl naoaa Mck call prac» 
daroa wan chaafad ncaatly. 

Dr Bofaa polaa to tho fat*, 
draly iBOll oaabor of Uwnla 
mod afalaat tha lajflnnoa m m- 
daaca thai Boat laBaut an BII» 
Dad with thalr Bodlcal cara 

SuJT Uwyor Daryl Koalak nld 
only u of in la,il acdoaj fllod 
afaual tha facility lUca IMS allaaa 
iBpropar Bodlcal can. 

•Oar ncord baa boaa food aa far 
BO Udiatloo la coocaraad bocaaao. 
laaanlly ipaaUai. iha >aal Ba|ar 
lly of oar podaatj an ap|>ncladn 
of tho can thay ncaln^-Or Bofaa 

'Tbla Ij Bot traa of all of thoa.* 
ft cartainly la 001 tha pooran of 

SIdaay UayUy aad Anaa Raadof 
aoa Pollard, two miaataa wa|lB4 OB* 
folai coan banloi a«alaal tho faell. 
Ily. 

aaai 
lamala Stdaaj Ma^laj, u, 
cxptaiju bow prlaod doclort 
ramoTad hli laft Jaw and d» 
ma and hlood aauaU rroo 
bit Jaw IS bla ihoalder ba- 
caiud or canctr. Ha hod 
csmplainad or a lamp oa hit 
Jaw for Mxral nonthi ba- 
fort bt wal treated. 

Tha tovaniBaoi ncaatly daolad 
aa adBuuitraova dalB fUod by Ur. 
Maylay. a Dyaar^ld caa>1ctad 
iTBod nbbor with a binary of ra. 
cumai caacar oa iha faca. >w aad 
oack. Ha accaaad tba Banaa of 
?njoai of oatUfiot aadlcal Iraat 
acal ovar Iba laat foor yaan 

la March inS docton at Spna|. 
ncld riBMvcd bij lowar Up bacaoM 

la hplesbir IMS. Ur. Ifaylay. 
•aa traaafarrad to Rochoatar Or 
laa Jackioa. tba chairaaa of 
Uayol plaaiK lari.ry dapartBoal. 
rocoBBaodod that ba bo cbackod 
avarr Ihraa Boatha 

la tho niBBor of DM. Ur Uay^ 
lay Mid ha aoocad a laap oa tha 
laft Bda of his aock and Jaw. Ha laid 
Badlcal italTan toM UB It was scar 
dtna. Bacorda ladkav dial Ur. 
Uaylar aad hla faBlly npootodly 
soofht a Mofay lochack for caacar. 
bat aaaa waa portorBod. 

Phaoa ofnoali la OacaBbar er- 
datad Ur. Uaylay traatforrad • 

"laaaral popalaUoa.- Al tha Ul 
Paaltaadarr la Tarn BaoM. lad. 
Dr. ThOBoa NTTT coadadad thai 
tU laBp oa tha laaaal Mw WM 

*aa Marfoaey.-Tka doctor aoikor 
bad Ur. Uaylay » ba baaad B tha 
Podoral Comcdooal lasdtaddoa 
at D Raao. OUa 

lo JiaurylM;. D Baao offldaU 
saat Ur Uaylay to a pnna coosalt. 
ant who rocoBBaadod 1 Mofay tf. 
lar Boda< that tha flsa of tba laap 
oa tha prUooorl Jaw bad sppar- 
aatly tnplad la ai aoatha. 

Pnaoa offldala ta OkJahosa ar 
naiad Ur. Ili|li/i i.iars to Da. 
chaaiar. wban aflar It days of lU. 
laf coBplalaa. tha laaau ifala 
waa aaaa by Or Jackaoa at Uaya. 

-Whaa I law hla, ha had ana 
caacar imck oaM hla aaadlU^- 
Bld > JackjOtt. who BOW worki a 
iUlchl<anbo»pliaL 

"ft aoM ban baoB than for a 
loot Oaa Thaoi ibiap doat |ia« 
ovaralfbL ft voaJd uka waaka cr 
pcrbapa BOothi to davalop." 

Oaa day a/lar •xaaiolai ib 
Uaylay. Dr. Jackaoe caacalad ha 
racadoa la ordor 10 naova a sac. 
doo of Ur Uayl.7-1 Jaw a waU a 
dstaa aad blood 'eaiali froa bla 
Jaw 10 bli sbotUdar Tba mfary 
aad nbamiDaBt radladoo tbanpy 
loft U/ UayUr aranly dunfand. 

'QolU booaatly. I dldat ihlnk ba 
woold nirvlva.* Dr. Jackaoa laid. 

That Ur. Uaylay llYid alao 
SBTTmad iBBataa aad prijoa 
taartl. wbo raa bama| pooU oa 
hli daaib. Iba laAaia uid. 

Two oootbi tarliar. Dr Botaa. 
la 1 lanar daoylnf Mr Uaylari n- 
qaaa for ncaastmcdra laraary. 
had told Waahla(toa ofnaals tha 
•Ban had baaa -ao Ufa of near- 
raaca of Iht caacar.- Oaa iKtar 

>arfarT.'»aidia Bo(aa wnxa. wa 
Ur. UaylaTl hoaillty toward ha 

-Ha baa coaalaatly coaplalaad 
oboat bis traataaat riaca ba ba 
booa Incarcontad wtthool ada- 
taaa rsaaoo or jaiollcaooo. la ay 
oplaloa.- Dr Bof aa wnia 

la la latarriaw with Tha Doilai 
Uominf .Vaws la Fflbraary. Dr Ba 
(aa damod Ui Uaylari aUcfstloaa 
of aalpracdca aad Mid that Mr. 
Uaylay-s aranda playad 00 raU la 
bistnatBoaL 

~rva |0< aa imtoda bacaoM of 
tha way IVa baaa treiiad.' laid Mr 
Maylay. a aaan ol Naw Orleana 
-Look « aa sad wbal m baaa 
Ihnoih How woald yoo faol?" 

Pruoa docton ban bafaa n 
coastracdYi iar|erT oa Ur Map 
lay. 

IB parhapa Iha Boot pobUdy da 
balad coon aedoa laTolvtaf aa la. 
aata'i car*. Aaaa Haadanoa toi- 
lajd BBjacccsafally trfBad Ihat sha 
bad baaa daalad propar aadleal 

Tha »yaar«ld woaaa WH aa. 
taacad to Brayoan m >a sfniwii 
la tha caa <d bar baibaad. 
ioaatbaa PoUan. who waa aa. 
aacad to Ufa a pnaoa for paaaa| 
daaanad docaaaaa a laraafl 
ataaa. 

Iba.  Pollard aOafod that sha 
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Aftar t&TM d4r« ot t*Ml»o«y, • 
tmdanX mtffatnw la UlaaMpoUt 
ceacl«d«4 tbM Mn. PoUaf< l>> 
4Md, mffcn fren Mrtou «B4 pals- 
ftl U)tMiln«l Asd []rs«coloflcd dU- 

bw probUai b«d teca t((rtvii«d 
br Dr. Grotaifi boMla truoaaal oi 
bar. iDcladlnf lU witUotdlB| a( 
j^iinldUan utd rafaul to trait aa 
tja In/actlOB. 

Bowtvar. iha BacUtnta ralad — 
Ud tfa« }od(i •(raad — Out Mix 
PolUrd lUalf ha4 worteoad bar 
^Ufht by bainf uacooparaav* aad 
Ba&lpttlaova. Tba ia4|« r«lad la 
Uuch tbai tba Badkal caaiar^ 
ev«raU traataaai <rf tba lauau did 
DM ceaatlniM 'cnal aad aaaiul 

tieapt tor Un. Pollard aad • 
basdfal ol irowa prttoaan *W 
bava eo«a aad lotta. tba laeoad 
neor ol tba Rocbaatv |riaoa boapl- 
tal ra«alai vacaat — sraboUc mf 
la datracion. «f iti fiUara ta iboal- 
dar tba patlaDt loada ibai 
avarvbalB iti Ustar prboa boap^ 
tala 

Td leva to VOUM tbat radlltj 
aad taka Bora patltan for tba Ba- 
raaa of Prlsoos.' uM Dr. Bofta. tba 
for««r wftrd«b. "bai wt doal btva 
tba fliaftlni laval to do tbav K wa 
doal wtat n> placa padt&a la aa 
aaufa UtaaHoa.' 

UadlcaJ ftaadarda atut raaala 
bi(b. Or. Bof aa nid. for tba boapi- 
tal te Balatala Iti tlaa vttb Mafo 
aad to fcaap Iti naff latael 

"tf tbara to aoi propar faadla^ 
aad ftafflac M baadii tba •ac^ 
lead, w«ii toaa tba aacaUaat pa^ 
pla^-baMld. 

Dr. Orttfaa Hid Racbwiar ba* a 
banar ebaaca of anractlaf qaaUlp 
doctori bacas^i al tba Uaye «•- 
aactloa aad tba adacatlooal oppor- 
taaJtiaa It offarm, 

Aad tba priaoe boaplt«t, tba «d, 
la '• (aadaaHai placa to work.' 

'Paopla can faal |ood aboot 
folnf bona at tdgbi if tb«y*>ra 
workad bara. Ttitj kao« tlMfv* 
doaa  toaatblai  vortbvblla  lor 

Uck OUvaf U la ehar|a of ib« proitbadca aad ortbodci      an la Sprlafflald, Mo. Ha aTonaaa tk« daatfa aM cat 
dcpanvaat at tba U4. Medical Caatar for Pc4aral Priioa-      itractloa of artmciaJ llmba for fadarml laaataa. 
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Female inmates' 
medical plight 
In a male'doniinated system, 
their needs often go unmet 

By Otive TsUey 
W >MM « Tit 0*# Hn^-V* 

LEXEtCTTW. Kf — bad* Out wat tltm to tte 
Federal ComcXMOMl lanrvooo btn for u ratr- 
|coc7 brncrccTosr «fMr dociori coasalnoi for a r«- 
BMC Wttft V^TpaiM pruoo diicovtrtd caoccr lo b«r 
oemjt 

A/trr fpeodiDt sore ihui two cMMiht LB liM Ul 
Buma of Pnsooi' isafor m«dlc«J faaJiry foe woam. 
tbC J9-)^«r-0ld HOUSIDD WOCMB flOAJIr got UM optf* 
ooo ttM West Vlrfi&ia docton lud decsMd «B cBtr- 
fMcy 

Pnioo olficuts artnbvisd tb« dclar lo tbt tack of 
a fsU'tuM fta/f KXi>«cDlocin at UjoBftaa. wbictt 
booM* aboui 40 percf 01 of itw )^l famtla pruoMn 
«bo w iOc&rc*raicd ID It^nd pnXNtf. 

Ura. Owk. HOitttcad 10 2S yean for a hoak ro^ 

^^^ ̂ '•? 
TltMsAm^JfeW 

M«»|* 
AAlll* Uwi> 
rnti M   lb* 
prijo« bo.pt- 
at la Lulnf- 
•00, K/ 

'4 
C\RE 

n M-iiMi\i 1 
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Female inmates' medical needs often go unmet 
Und« Cark bold« her priioB4na« 
rowry whllt dlscanini her tuy 
In th« L«xln(ioa hoiphaL 

1 wm MirfMud ^n tnm AUw 
MB (ttt Mvtlirttaa for WOMM !• 
INM vlrfiBia) tkm BOBtlM afo for 
I Itmaia frMam mi I haw fM w 
iM > ^rrtnaa.'' 

Wvdu ICAM klr^ Dr. Kcritk 
CncUr. • rvOrvd CAMrtlin obawtrt' 
dHL w wort tta Oat f real Novc» 
bar Ml rknm^ Ftbruur. mi 
•fau (hit ivna^ to bclp radaca tha 
o6/OrB baeUof. 

Mt pvchaiad Martr oaOjOOi la 

b*f710 Corpta QuIftL, 
laid • Lcuofioa pb/fiaaa's aaast- 
tax. wbo tcrcaiu *Dd rvftn ptDaoa 
to docnn ifDond bv pit*t for LB- 
stfduucara. 

'H* laid^ Yoo doBi oodcnUDd: 
Tb«r« Art dBtrfeoaa thai bava 
baeo bcr« long twforf fou thai Art 
rail waitinf. Yoo'n ooi Aity taora 
vpeoal thaj) inrooa clia. YovU ba 
Mta     «b«D«var     ««     |flt     a 

Mora than • jraar aftar Mr*. 
CUrk'i lUTftrr. Lcxjofma — »ban 
IJS7 i&mataa utAfca it tba lar|a« 
•KMBCDI fcdcnJ pruDQ Aod iba otiy 
boipiaJ txcJusvalf (or <*<oa«a — 
mil baa DO ijrMColotM OS tuA 

'I woaU bt tba tim OM le ujr Td 
low* » bav* a fiU-oat ornacek^ 
pat' Mtd Warden ^tnck Kaaa. vbo 
anunad iba top poai at Uxufioe 
taai yaar. ~l )ujt cant rind oaa.' 

Tbt «ard*a lajd ba baa mad w 
fill tbt "tcMocj. b«t coapaonoa la 
Iba pnvaM aacior bai aada it difll- 
calt M Had a Qsaunad caadldaia 
vilHaf W work bcbukd ban for n^ 

I Kaaa laid bt b« saad 
coasttltiBi praacolocini wbo bavt 
'iBprovfld dTatMtKaily tba dativary 
of nMiUM cart aad ••arftncj ear* 
la Iba obrcjra araa.' 

guti «be hava nvdlod —aal 
bcalib car* la pnsoai noaii iha 
tb* lack of a fall-tiaa orwcolopst il 
tba aujor WOBCB'I praoa faciliiy a 
9)r«boltc el a largtr unc Woata 
art ov«rlook«d la » paaaJ looaqr 
doouoatad by aca. la iba fadtnl 
fyiWB. wQiwa •ccottBi (Or T parcaat 
o( (ba laaaM popalaoea aad 23 pa^ 
caai of Iba naif. 

TIM saior proWta wiik rtfard 
lo car* baa 10 do <*ttb iba afUradt 
lowAnI wofMtL' laid Or TlaetbT 
Banb. «bo worud M aadkal dirafr- 
tor ai LaungMCt (roa Fabnary MS 
w Sayaaabar IHL 

"I f«li tbara «ai wrr unla pc» 
bva faallaf (Mward weaaa).' ba 
•aid. 1 do tblak tbai Iba aei 

WasblDftoo lawyer Cay CtUbora 
rvpnacBB BLUunua-aaomtr 
woMta pruooart lo • clatMctioa 
lawttut that lilegea loaqoitMt is Ba- 
raan of Pruooi racUio<* tad pn>- 
(ruu, Tba IJWTUII. fllad la itM &T • 
group of womro jfunatci ai tba Fad- 
•nJ CorTfcooQAl tanimtioe la Fort 
Vortb. ts Ml (or maj m Jvly. 

'Mjr reaearcb Aod [aariDdlag la- 
dkaiaa tbat tba fadaraJ pruoo i7» 
i*a baa a loag way to go la datiwr 
of baalib car* lo «oa*a. bolb » 
«««i oaadf lad to pvonda baaltb 
CAT* at ib« l«v«i It IS providad m 
»«&." Us. Oflbora taid 

Wvdaa Kaaa ackao«tadfM tb« 
LttuafWa doaa aei perlora aafor 
fargarr aad rallaa aora oa oatada 
coQsalting pb)'iiaMa. bat ba laid 
it'i uafair le coapar* bu (aoUrr 
wiib tba pnaary aaa'i boapnal la 
SpnD4fMd. Mo. or tba Rocbaaiar. 
MlUL. faciUty. wbicb traan woaaa 
ooly occanooaUy 

'War* daaliag aon wiib acaa 
CAT* Aod walloai •aaadad.' Watfaa 

mi. -iwr (MBi fcn—I 

Aad b* rvplacad tba prwiouj oaa> 
tract gjiMcoiafiai vioi a group ti 
pnvaia pracniMocn la Lcjonfioa 
vbe provida ob^f^a cUnio at tba 
prUoa boapita] OM day aacb w*ak. 

ladiad. aadkal car* for Lexlaf> 
we LBaalaa appaan to bav* coat a 
k»g «ar nac* :iov 2S. I9C wbaa 
Vtrcauca CbtilnniBa dcU^'and bar 
bibf girl 00 Iba fkior ot tba caatral 
dlaic M tba pruoa. vbtcb anal laai 
(all w» I ainia*»«acvi(r. coed fa- 
C1I117 PttjVdAa'i MBstaata bad la- 
tutad tbai Mi. Cbokwaaa »aa DO( 
raadrwdaUT*. 

~1 baggad tbaa 10 uka aa 10 iba 
boapiial.' Mrs. Cbakwuaa aUagad la 
I lawnut lb* fUad aftor tba tDOdeai 
Tba paia bactaM K inwnM tbai I 
roDad oa tba floor, back and fonb 
bokbag mr bsllr aad tba babp wag 
boraeaayeoK* 

Coatrary w laloraaboa o* tba 
binb   camAcaa.   prUoa   offkiala 

ebreoK cart, a lei af lanMnc ( 
Wbaa Mn Clark amv«d at Las- 

lacton la Marcb IfW. Wardta Kaoa 
•aid. caetract*pbraciaaa prondad 
Mlp tbraa bean        af 
obeiaincs/gyBacetocr car* par >*afc 
•ad 'aad letatnaaa •« »*r* lacbr 
wgattbaL' 

faciUip (or taaait u 
Ml. 

Cbakvaaal aawbora la a car^ 
board boa - tba bcapitaJ bad aa 
babr baskat - vbila tba aotbar. 
viib tb* placaau sail latact ftrad- 
diad a ftrttcbar ta <n«« of aato la- 
aaM to ba lafcaa a Caatral BaptM 
(tapnaL Tba bvth cartUkaia. bow- 
t*«r. ibe«i tbat iba cbiM waa bora 
ai tba avUlaa boapiBL 

A fadarai eaan la Lcxiaciea la 
Fabnarr Mf iHnaiaail tba 
•oaaa'l lawfat. ttrug sba bad 
(adad a ptava ibat pnaea offlaati 
tbowad 'dttibemt tadlffanaca' la 

FEDERAL CORRECTIONAL INSTmmON 

Mataryt A tenrm U.9- Pwoac H*am S*r>«a rwaortal ara NaBonai 
inaiiiuia o( M*nia< MaaWi hoapnai cow**rtad to a latfar* pnaon n ttTa. 

bSaateaiCNaf hoapnailerlamateoHartdantttouaaa « 

ToMbarialJOO 

* ^raiaclad nguraa tor lacaf laar 
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Befort glTfaf Mrth to • healthy S-povad, l^aact girl 
OH March 17. D*1aala Login, an lamatt of tha fedaril 
CorracdoiiAl laadturloa In Lcxingioa, Ky, ipant 
much of bar free Um* napping bccaOM hof pragnaacy 
Bada har aztrcnatj dra< tha saiA. 

kar aadlcat Bwda 
"Tte taca of ncord ibow tkM tha 

salortuoaia 
ftatati ot w%n nccialonai bf tka 
fact thm lyrx Cbalmiaul) cMU 
cteaa M amv« nsa lU vaaki yrlor 
M ite acpactatf daH.' wreaa U JL Uag> 
wma Joaa^fc H Hood, who raca» 
•laJatf thai tba nut ha tfroy^ 

Un. ChakwvAi alkfad thai iha 
had baas tuauaad foor dayi Mart 
Iha daUvtrad tha child aod tb« tha 

two of IIS bnadradi of ptfM u "png- 
a«ocr. childbtnh. child ptactBOal 

At tht racaailr opaaad pnaoa far 
wQsoi •( Uanaoak Ra. laaoMa 
eoapina that ih«r an aai eflorad 
routiot craacBhutcal cara^ Mch ai 
H*^ ' . 
cum  all  of 
•MDdad aikaaaUr hy pn*aia phr» 

oaaa « a aaaw of datacnag eaaew 
tad ether fatal dlaaaaaa 

~)om of aijr cUaaM haw ra- 
qaastad thm »ad hj*t »Ma told tte 
baraaa dooa aoi previda fnimm 
dvt cara.'wd Ml Callharm. 

Or. Naacr Shaw, a OalvarBiy tf 
Cm 

I ««« 
I la pnaoa naoa tha iffli 

apaa that iht ««a ahoai la dallv«. 
Dr. Jar Knoaar. chiaf of aadl- 

md caia oi tha pnaoa haa iBfravid 
•adtr Wwdta KasaH y«arl<«t a^ 

•^h pvi |oad baalth car%' ho 
Md "Hct paofla «t do raal vaO. 
•aiaty taeaaw if il^ MyUtiag «a 
eaal haadla. «« ;«• |«t ao aath*- 
laaea aad th«r to downiowa.' 

Y« LaxiBftoa >«flar« froa tha 
•aat iMliaai •• ra mar baavmL 
tha U^ MadtcaJ C«otar for Fadtral 
Pruooan at Sfnofflald — a than- 
•t* of aadlcal nafl aad ii«bi hadg- 
t«i A) tha Kaatacky woaaa^ taetl- 
iiy. two of ttx poatMMM (or aadkat 

11 fg- haa droppad hr abwn SS ait 
lloa Kaca 1N7. 

Tte badftt ihortfaU would coaa 
• DO larpriM to Ma CcUhora. tha 
woaiB pruooan' advocatt. Sho 
potas 10 tha pruoo irnaa') Haalth 
StrvKaa Uaauat M proof of iha ihon 
thnfl fivaa wookaa ihrooghoal tha 

Tba haadbook tpaOa OM gwid^ 
HMa thai daal  with tnaaaxoato. 
gUacoaa. dlaljma aod dlabataa hai 
•afcat   aa   Baadeo   «f 

Patrick Kana, war4aa o/ tha Pa4«ral CorrtctionaJ butJtiitk)* 

Sr?^Sr3l*«rIiid Amid     9^** 4nnutU^r ^ <i«U'«ry of routlna ao4 aaargaacy 
?*..     ¥ . . ^    cva ia obatacrks ui4 gxnacolof7 at tha prlMfti 
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la  Mcr*a«tMB  (I ntf  laofadM 

Tb* fadcrmi pnsoo for «OMa M 
AMmoa. W VA, for tunpt*. tt ta 
ite roMbills of tb« Al]«(b*or Mo«»- 
uiAi •bow 3D Bil«3 fron «vta a 
nAU-iowv bovpiuL 

M util Dr Sh«w testifM b» 
fort CoofTca u IMI dM Aktenoa 
|«t ID flm wfrokDct. Bcfort ihA. 
Bur prefnui womca tiad cea- 
pUiMd of act gukia< ii to • bo«|iiUl 
u tuM to dcUvtr tbau- tabtm 

Of tU tte bMlth coDctnu «•- 
csuur^ by vosM prtaoocn. prif 
oner It ptrhapi tho Bon dimcak, 
Mjr adrocMM of t€M«l« pruooMi' 
n(tta PrtfBWKT cTUtM DM ottly 
wtatfoa Mdksl dcauixlf trat Ate 
taooocMl ud rtlucAl dUcmmM that 
•ciCb b«mlr OQ pruoMT «od )allv 
allka 

Ai Uxioguo atoM. prlae* ofB- 
aab expKi 49 tamam to pva binb 
thnjraar 

-Tb«jrr» am pvao iba MM OO»- 
nderanou ikat ycm would imima 
prrfnaai *oacs m oar tocMty ara 
pv«fl^ aad that's siajmai thuDCL' 
MM) DtiuM Bnciar. a l«fal 
la tlH ttfi M SocMrr. a fadanl 4*- 
(tndtn u(ui in BTDOUXIL NY. 

UL Bnckar'i rtMarcli oa pnf- 
aaai innaiM la ffdaral prlaooa ra- 
cMtlr ptrroadad a Stw Yor« jadf* 
to raduca iha Kfitcoca of a pr«(naw 
«OBaa coovKtad oa dni| cbarfM. 
MB. ancfcar'i rvpori coocladad thai 
tba RTOsfai tad ckaMt aDWooBMi 
«f radtral praooi. coopM with tha 
lack of prtaaiaJ cart. aadaa|«n both 
tba wonaa aad bar fcraa Tha pnfr 
tta ta mon acvi*. aha Mid. for dn« 
addicts who flAaa ara (oread la M> 

Q^I^^^QI^nQyffl 

{^QOgmOOJ^QQIJ 

la pnaoa aad WM balac paaiahaA- 
TlM prtaoMf dM M loM ikt 

Wbr. bat caaa doaa. tba Itvyw Md 
Ua BarTT MM bar otbar cliaM 

bad tnMbU ebttlalH tnanacM Mr 
Mvm craapioi aad Mndln» 

•h mMf ba OK w pialab a -nan 
ror bank fnad br lacarcMaOaf b«. 
bM loitac a child ti aoi pan of ite 

•ral deuatktt cmtn»n u> withdm 
-cokJ tarkar- withom ntOkxTim. 

»oU Ha. Bnckaf UMI pruoa ofS- 
dab acknowtodgt that pncaaai 
woMca oftoa an n«w«d br ihalr 
jailm ~ parOciiUrljr Btca - • irea. 
Ucwaa becaoM of tbetx aaar Mdi- 
cal coaplatnta 

"Wbaa jtw ra prtfiuDt foa havt 
achas aad pauu ia pUcai whM 70a 
arw raaltM ]ro« bad.' wd tvff 
Carmoacba. mae»^r of LaxutfKia'i 
Aatarvi Uait. wbara aa avar^a of Ji 
prafoaat laauici ara booMd Tba 
iBportaoca u napufted by >*• (ad 
that th«7 ihmk. TK la pnaoa aad 
wOTi |tt tba proper Me«cal cart ba> 
caaM TM ta pruoa. - 

Ellaa Barry, a Uwyv with tM 
Saa FraiKiaco-baMd Ufal Umom 
for traonm wtth OuidrM. r» 
cMtlr lattrvffiMd at tba a«dBc» 
tMoat Padtral Corracitooal lanra. 
tMa la ncanuMa. Cam. oa btbalf 
of  r»e  woaca  witb 

Pormar bank laUar Daiuu L» 
pa,   a   MialMUM aacTirtty T 
Mrvun four ytan at Lcxmfftoa Ear 
aabanUiacitt. dallvarad a bwUthf 3> 
pMBdl IfrooDca (ui March 17 Bal 
Mn. Looh'i <MUv«T. uj cntka^ tl. 
loatratai tba banb traatMaai ae- 
cordad pratoaat woaaa. 

1 «M haadcaflad. ... I hid a 
cbalB around ay waw.' Mn. U^a 
Mid, d«acnbia( b«^ tnp froa prlaaa 
W a LcJOafloa boqaiai -7^ p« « 
lai cbaia oa aif bad aad sbackM 
•aiotbabadlhadtoiurUkaibtt 
forboan 

'I alwaya bad • fuard wtib •• — 
a maJa (TUM I wogictat lat bin mr 
la iba rooa »baa tba doctor aia> 
MlBcdBM- 

AJtboofb tha 27 rwold aKMbtf 
bad 10 jjvt up tMr babr a few dayw 
later lUMlrr pruoa P0IK7. ibc at I«aai 
was tbta to mtntfi 1110 bar biubaad. 
Sba LI aiDoof a baadf aJ of woM«a ta- 
•atai wbooa basbaadi ba«« a« 
abaadoaad thaa a^ tbalr 
acw»ora«,omculJMi4 

-tec* tbar (M la ban. tbarta 
tortonaa bf todtfy.' >ud ite Car 
•oacha (Xban. ibt n< alact not w 
fcaapibababMa 

-W* ba«« wwata who d» aoi 
tba babf. b>va ao rvearvM 

a Abbf McCraa lati a laak II b« 
I r««anl CarraeitaMl iMdmtoa 
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toaai* tM<*l> U*w94n Uk*«i tit MB* af bw 
iMw thif tetfr. it^ • B«r«H ol Prtt-       **'^ ^ '^ AMUI ciuic M IIM LaiikftM rscfUty. 

W»rt« KuM. •* • ••'•^ '^" "^ '• "'•"•'• 
~Wt bjv« wontB •b« wut ibalr 

child b«t bavt ae rooorcM. W« 
h«vt wotBca «lM mr thtfn |ouif 
10 |)v« ibf child 10 •/ (raod- 
•MXhcr, the Miljr nfuDcMlt iMhor 1 
ha«rt 0411 UMn. SlM Uvm la Noac 
AJMkA. U IM. aod (tOMnl hon iho 
•oQ<7 to pKk B^ the bobr Cu yvm 
|M(b«b*hriohar^' 

UMt Octobtr. LeuofioQ pnsoo (tf- 
AcMli rvtttfiMd • a««bora chiM to 
(a father IB Bollvu «ft«r eBlisDo( 
tbo aid o( th« BoUvun tmbmtf m 
Wnhiaftoo. iha Boljvua COUUUM 
ia >0«Ml ud • fioUviu urUo*. 

If ib« LaaaWi luuif do« Ml 
clMB tbo child m l^io<To<L War- 
dn Koa« Hid. bt Buil doctdi 
whcihaf 10 tp«ad ui doUan for 
fnsoo lUff to dttlvw tlM cbiM 
tromcomuj or to find foctcr can 
or adDpoott MPOcai. 

Tbo wardea laid ha SMU Crt- 
qaaatlr ba choaaa w foot tho Mil 
for Danerr can — m ooa caoa 
S100.000 IB loirtuiv* car* cxxa for a 
prtrnM^n iBlaat — tod triad w 
pUc« tht baby with irUovcs rathtf 
ihas ihrvM It npQB already ovcrbvr 
deood piacearai lervKaa la L<cxiag- 
MB. 

'What •• I |aiB( to lar^ Than 
BM • linle coanct » Tai aei |OIBC 
M par for iL ' Wardtfl Kaat laid. ^1 
thiafc TB oe thiB lafal tet la «h« 
TB doiaf Bui il'l vhaCi nfhL* 

SoBa (tBala laaaiM coapJaia 
that pruoo wardtoi wwU too Bach 
dlacratioa oooi thor reaovo lafaaip 
froa ibatf BotlMnL itaaraUr withla 
thrao da)i or « leaf " "••  -ti*i  Ufei  wttk  aajthi^ ttm.' 

Wardaa Kaaa md. ~Yo« do tha bM 

Akovt, PtBtty Oehoa. 14tsbctk iaaai* ai 
LdxiBftoA. lajacts hcrMtr wlita innUa 
m fhftUiMmt ataiiuat Pa«l Co«y(o« watcbaft. 
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Uiit ^alla^ pbxmm ^W 
T*»- U>«>a N.-^i»«t 

Prison medical care 
has few watchdogs 
Federal oversight of system is almost nil 

By Otivc TaUcy 

eaR1WD*ilfen^lba 
HI* US. Bums (rf Pruoai. tti 

—ptoyM «od IB iBift throodcd 
tj viili. ban ud rvor «u«. b« 
speai aort thu 5400 ajllloa on 
bcalU) cart for (vdertl pruoiMn la 
lb* last nvt jrtws — vtmuily witk- 
oal puMic KDitisr 

CoofrasB bM held DO fpcofk 
bcanafi aad paofd ao nfaJkaat 
IcfuUoaa tOOntno^ tht qwliij 
oi «cdksl tr««a»«ai laadt tb* a» 
ooo s S5 fwlcral pnaooa 

CODfTMl' WBlCbdO^ UM C«O- 
•ral AccMiDtloi Offka. tun IDVVD- 
pt«d tlM l«b«hD| of cbMtt oe tn- 
Ha  pUXH lad TtM eon of «BflB« 
f«a btadd for ttM B-l boabv. b«l 
KM pruoo bciltfe can. 

1^ BurtM of PruoQi' OQk* of 

fMti: 

PLMMIMKS 
M.^|i,,flC 

talk for bracbtf of mcitntf, bat 
b« 001 utvcsQ|tud UM bock- 
inwDdi of (b« tecton W|M p«- 
focai fUTfery la pruoo twipiuli 

Tbc oMini *hicb h««« (orcatf 
pnsea lyiuai is M IIOH* — la- 
cluctaBf TtMM — n »Mnm ovar- 
crowdiBf aad iiitii—pi coedt 
uooi. bavt vuTttftUr i|Dor«4 tbt 
lyncBwid* M parctai ovrcnrw*- 
ia( thai b« nmcbad aadkal mi- 
<ne<% la ibt f«daral pnsooa alaoil 

taaU     aarten     icdfaiM     tb<    u Ih* VS. M<4lcai C*aMr for r<4- 
paper's ftvm ol inmaiM who 4I<4    art! PrUanan la SpriB|flaM, Via. 
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Prison medical system gets little scrutiny 
ID tte WMklac ^olst. 

Aad dtbooitta I powlnf U« of 
oltka, wujr of tb«a prlaoo aBplsr- 
Ml,  cttUft   (iM   rrrCB   vlth   (TOH 
ludsqiDKiM, ibon tuM cnocx Mr 
tte pibUc'i utinid* ih«i "prlsocMn 

snaofo to n&k* pnsoo docton a& 

T^tfal oobodr who FMUT ti 
|0la| «> oonpUin. b«c«aM iri JHI 
•Dotbfl' a\mUi»l Uui'i rnick,* ia*4 
Mfrvj StiuitMck. 101101(0 anonwy 
«bo hM rtpr«acai*d dcniu c< fad- 
«ll prUOOMI wtlh  iwdlttl  pTD^ 

b Oti  aMstUi 
••or of tfat 15D p«9pl« laurvU^id 

ipnwUnc f«derml ryrttm cootUOM 
10 teitma ba«cb«d UMI uicff •CTWI 
••dtcil truaa«oi o( tlM uOoa) 
Martr SO.OOD feOcr&l innura*. 

pooo lh«i prodac«4 -x:An and PB&- 
Uhant UadldM Bahlnd Bui.' dto- 
eovctvd • uk»-ii-or'lMV*-li madkal 
ijniMi pUfuad bjr 

• S**«n uvffiuowillnf, 
• Critical ibcrUfM of tkcton. 

a VMi ud physcuo'i aaautana 
• [nadaqaait Ifitanutl rwUw of 

itievB parfermaoet. 
• Ufa-thmicnUif dclari la 

trutffan at tU Inmalaa to na^or 
prlsoo boapitala. 

Tba qnaUty a< can fivto le \M- 
Bai«. satd Dr Keaoctb Montnfm. 
BMdJcal dlracior of th« Barwi df 
Prttoaa, If 'coaacofurata' witk 
that la tba priviu comnualtr Tim 
fTfUA. bowTPV. could raacfa 'aba^ 
IBH aisu" pnponlooi la ccaiA| 
Booths J iti EasdJcaJ naffi JO p«- 
cat vacaacr nia wone&i. ba aaM. 

Althoofb lAJutaa r«f««tadtr 
hfvt complaUMd aboul poor can — 
both u ]od(Bs UMJ Uwnulan — ^^ 
Ik •paihy tm isada li u«r for pablk 
offioalj 10 i(DOfT ibca. olOci Mf. 

'Judges, tba dcfvQM bar, pnsacv- 
tan &ad paopu «bo bava o*«nlfbi 
rtaponnlnUrr (or UM Bv«a« of Ptl» 
OM — tba Ovpanttiot of Josda — 

•• an baar tW raipowrtflftr.' Mr. 
SWabKkMU. 

'Aa a sro«|k dafaaia lavyan an 
<nrr poor lolilrrwi.' ha vU. "IVa 
r«dwal pabUc OtttaOmt eaaaloadi 
tn ovwvtMli&in^ tha prlraia bv li 
Iniaraaiad La aakiai mootj ud aei 
fpMklac aboat paopla vbo cas^ par 
thmm, nd caQ(ratB«a an banllf 
Latanatad. So kuk « tba dlaa^ 
Wbocaraa/' 

nta pabUc'i cUouar «(UnJl rtttag 
olflM rataa sukaa poUacuai rtlac- 
taal to praii for nfonna iha coqJd 
•afca tb«m appaar taf\ oo alaiaalt, 
aald Uarda Sbala, preaidtai of F(a- 
Ocxtat Lafil Sarvtcaa lac • itatHie- 
ln| aod parala coonltlai firm la Al> 
Uatiu 

'Wa>a |oi to do a«tr *ttt loct- 
9Xft attttada ihal prlaooan iimm 
wbatavar thar fat.' mid Ua SbaU. 

raJnetaat bacaua at cfloadtatati' 
ptnooal irat^idaa about crtaa aad 
pumsbaeai to mo deal wtth atm^ 
thing uka thu,* iha said 'Aaytl^ 
jroa rapport prtsoocrT rl|hti — Bad 
lea] or fltharaiaa — roa Rod yov- 
Mil daad la tha vaur.' 

I^o Malar DaMoovdc eoayaM 
OMa rtapOBLBbla far onrwaioi tha 
Bonaa of Pnaoaa — Jack BreaJa at 
Tcxaa. chairmaa of tha Houn J«dld- 
v7 CoauBittaa, tad Rebel W Km 
ta&akdar ot WlaoonJla. chairaaa ct 
tha tobcoasklnaa that BoaJton tte 
bunaa — did ael raapood n r» 
paaiad la^urUa by Tha ?>>«« »be0 
prtxMt haalth can. 

L«ck of pobUc aoeouaUlltr hat 
parratwtad tha Br^b thai Iha fad- 
ani iritaa ti "iha CadlQae* at 
pruoa baaJth can aad "^ha ceaaoT 
dab' ot pnioaa. Mkd WMblafMfr 
b«Md pnaoo nforvar ChariM Saitt- 

otf tha ov«rcra*41a( 
which cms wrack lo aaor fo^ f^ 
|r«Ma. th«r^ B0( tha Bodal tb«r la. 
ic^ to ba.' Hid Ur SoUlvia. loMr- 
iflt for OUMU Urutad for iha Rah*- 
btUiailoo at Brra&a (CVRB). 

"T^ar^ vary dcfaasivaL* be aad. 

II nMlaA MaflTlSrwn Bfo*b« 
«a lookad « th» Tom DapartMaal 
of ComcUooft. .. No ooa kMV 
than w«n problaoki tad dltel 
thial than WM • aaadlor raform* 

tvta rail, a 29-raar prtaoa pard 
who raoaatlr raOnd (roa tba UA 
Uadlcal Caatar for Padanl Prtaooan 
la SprlAfOaU, Ho. Mid tha Sanaa 
af PriBoor Mif-iMpaaad Mcncy 
ibj£lda Badkal proMaaa from pah- 
lie axpoaun. 

Tha PrlvKy Act aad vahooo 
oibar |a| rolM Mrva M a oooTaalaaf 
tbrood to caoMMflafa malfaaMiira 
ud protaa lDooa|iataaa tnm p«^ 
Uc KTntlar aad appreprtata dla^ 
pUaa.- Ur faU «re«a la a noaat IM' 
IM to Bnnaa flf PrlMoa Dlncior Ift- 
chaalQalali^ 

lb)d«M Haadrlcka, prMMaat if 
tha ABarkaa fadantM of Gorar» 

BaaploraH   la   SprlafflaH 

Tba aama of tba paa la da«^ 
laH tha pobUc anrthia«,' ^ Hi*- 
drlcki Hid If jaaTt folaf te laO 
thcB aajrthln^ naka IIM poaRtn m 
poaitMa.* 

Althoofb Aoil fadaral afaaclM 
ban bad pabUc laforBaOoa oflloan 
(or dacadaa. tha Bwaat of PiiaOM 
oatr laai ramaar oaatad a pabUc af- 
fain dapannaal la Waiblo(taa Tta 
bonaa) 11000 aaptoraM aov t^ 
doda oaa who If paid to napoad li 
peMkqaariai. 

Tba bonau. which racatv«a ta ov- 
anfa of &.000 laqotriM a y*at tnm 
Iha pabUc udar iha radary fn*- 
dOM Of tafonaauoa Act hM aaa 1» 
(al dart — aoi aa aneraaf — ate 
baadlM al] inch raqoaaa. 

Tha la* aormallr nqalna |D*>- 
aniAcatal agaodM la raapoad * 
POU raqoaati witUa II «ortla| 
dajik bog tha Banaa of PriMai Mok 
m loo( M ci^bi Boothi la far 
nm laqurtM rUad br T^ Mraa, 
Othar nquasa for Innmapm. t» 
dodlof lottnuU tod aztaraal tadM 
flf tha t(aocr'i sadlcal tadUoat, 
wan daaiad by tha bunaa. which a^ 
lafad that foch npora an auMpi 

Carraariaaf Offluai Tad Vorfartt dallaan Nsife « 
biihahlfMaaartty araaaf tbaUAMadlatf CMMhrPMi 
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Aa (niut* at th« VX Medical Ctaur for 
Fcdtnl Prixoottn holds i aorM^ hand W- 

fort I lup. TlM prlaoiMf, who k Mnia( a 
Ufa aaataflca. haa mnacvlar dfiuuyhy. 

froiB psMk dlsclocnr*. 
Td tik« to >M • Ultl* men 

tumhlD* Ivt mio prUoQi' nld Jofaa 
J. Qwrr. • SAD Dt*(o lawy«r tad for- 
Bcr tHl<rfti <l«/«od«r. "Lffi h«*« • 
lini« |Uino«t LD UM fedcnJ pnaoot.' 

ID p«nlcaiJU-. Ur a«u7 sakL bt 
U dlsrvbad by ib* prUooT bMv; r»- 
UkDci 00 pbrs»cl«i'i aaixuas — 
B«dlC«l    fmnoODMl   »bO   K7MB   p» 
tl«oa lor docion but wbo tack UM 
tnuuaf to BAkt dUfnoMf ud tnM 
patttaa 

IfadkAl iufr«n M awoml prUM 
bot^ttli Mid TfM J<«M tbM jhyn- 

^Mstly m forcad br t^ ihurifi of 
docton »  ptrfoni   bcrood  iMr 

-GtvM tlMlr \imi\t UsMlity. Pa 
rnUlT rnthtuMd by lb* tuflMaci 
tbc7 tuv*. pvui tb«t tbcra"! ktavMl 
an abnlou Uct of docion.' Ifr. 

~Yon (iva tlMM p«of>l« tlmom an 
LDstmDouJ dokk of autboniy tod 
vud ap wiib wtut I call a varr \trf 
bvuDcm.' tM »ML Tbar nOonal' 
Ixa douif DotbiQ( b)r urtB| aO th« 
cliCDts ara malinfarta^.' 

Tba answw u Coaym' Ur. 
Oaary laid. Tbcr* U ao ovarvM* 
nspooabiUty lo tosurc oot. qwaUfl- 
caOou (or than »bo >ar*«; aod ran, 
apfropnadooi for tba prwulaa of 
adoqMH nadlcal covtnfc aad 
UkTM. a coanoo-atua aranida iha* 
Utcfll nt down oa (Uw> m«' tf 
propar car* la (ivaa. 

Tba bureav also fall! lo bold ftf- 
floaai accouaubU for tb* car* 
pwft to cadt paOflOt Mid Or. DMM 
UodKct chM al bMJtb propuM 
M tha fadaral UatropoUua Dataa- 
ttea Caiw is Lea Aafalaa, 

Mtf rtvWw *•• tonij licldP« M 
tha SfftacTIald boapitaL tba b«raa«1 
oUaM aod Urtm. *b«r* ^ ^v- 
•aitj •wkad a* a naff Uttanilit Or. 

"V JO* ffvmlsatad iba phyMdaa^ 
yoa'd aka Mtt rtwj maiqt proUa^ 
If foa ouda tbaa fucTloo la a •«» 
Mr tbai would ba axpactadof thaa 
In a eommiaar' Dr. LoMtiod MC 

Toa do ao( add to tba puUb- 
•ant of tacvcaraOoa br (tvla| lafl 
tbaa adaqaata aadlcil car«. Tlu* la 
UM pblkoophlaa aad lafaJ prtBdflo 
opon vfakk tba Boi«aa ot PnaoM 
fnixtlOQt. bvi (ten art Baal pajnt 
daai vbo do BM ablda br tbat' 

Dr MantMfi Md that cart — 
paractiart7 doctor^ parforwca— 
to dcoair Baaliortd dtroi^ !» 
booaa ^laUtjr aMvaaca aad paor iv- 
vtr« pr«(r»aa. Eacb aadkal f adU9 
oadariOM ta aasaal atadkal aadH 
br a t«aa trf profaaBflBala tna 
oiter fadaral pnioea. 

1 caa Mi ibM »t ooald nOM It 
<poar rvrtavi aad B«fe« It «V«B bt» 
tar.' Mid Dr. lioriinta, «fao bacaaa 
nadlcal dlncw tf tha lyMM U 
•OOtJUtfft 

Ha MMl ba u aiaainim wrtn) 
opoocu bavini pruoa docion r»- 
rwwad by thair paan LS oaarbr ca«- 
••utlax ofpftinnt paar rtnawi 
aaao| pruoD docton witbia cvnilB 
ncwoK aad da^ilopuc ifflllaooaa 
witb dviUaa laarhiin beaptala or 

phrtfdam or « |K i Moiad ofia- 
ha. 

It flvM 100 BBcft peatr i» tha 
panoa «be If daUvarlaf tiM ear%' 
ba Mid. 'Yoa caa hm CM provldar 

nd« wbo U leoay aad tf jov Itfk If 
M gukM aad roa ba*o Boebcdoa bai 
.  . a le«r doctor, tharal m laaaM 

loMitM hart roooona ihroafh 
tba coafUk Dr. SbatMH tmd. bat 
tba panoacoaU wtO ba da^ bf 
iba Oaa tha rwicw frecaM oocift' 

Tba Bvtaa al Priam Or. Sbal- 
•aa Mid, 1* la daiparm aaad of ai 
oaaado paaal at mtMeti oyarv la 
ovalaaM ovonU hiatt can ea a 
ooaaaaal baaa.' 

Ifr. daarr ate M^aa thM t»> 
•aua ba aOovtd « par Iv (bar 
o«B cart br docion af thMr cbcta. 
aa opcloa offorad la Odtfermla «Ma 

Oalj rartir doM (ba •irtaa af 

*t<rar7tblii( that tba BaAcal 
fMff doaa la uartvtrwod. aaadltad 
aaobaiir<'ad Than paopU b*vt a w 
dt ^rooMaat that tbar will aoi crlfr 
cte aacb otbar. aad tbai^ tba *«r It 

Racaailr. for axanpla, tba fadanl 
UatnpoUtaa CorraciMaal CaaMr la 
Qklcafo apad aa acrtcaaat with 
tba QLlcafo CoOagt otf Onoopaiblc 
Madlciaa (or rtAdcai docion lo r» 
UH throofb tba priKo Aod iba col- 
tagil bo^tal to Kcapt prtaooan 
who aaad owtada trwtam. Dr Mor> 
ItntfBMid. 

Nail & Shalaaa. aaocMM profaa 
nr of aadkiaa ai tMorr Oniynmr 
Mdlcal Kbool ta AtlaaM. attd food 
•adldaa daaaadi aalf^Tiaclaa. 

1 kao« poopla la ibaprtaaa q» 
mm wbo an iHrtld m wf aafttla^ 
crttiari. ..or tbafU Ion ihalr )olM 
r>»a ate ipohaa M docMn wba wa 
» CrafirtMd thai tbar tatt,* «U Dr. 
Shsiaaa a ttirmm caaaalfai t» tha 
Coor^a prtaoa tf9^^ 

for a ipaofk dooor — avaa 1/ tha 
Inaata offan ta pv oM of hit ova 
pocfcai 

TtM lapaa of pov aadlcal carm, 
my ibflMdoM 10 tha pnaoa qiMa. 
bM ftparruMMaa thai anaad b» 
yoadlwiaaiaa 

"n^t an a lat of pao^ oai 
than wboM faalUn m laaocm 
daaplia tha faaUr •••ban a\mk' 
Ui Shata. tha Adaaa coafalMai. 
taid. 'ud thor MlO Iowa thai parMh 
atkd tbar hava tba MBO n(hB « jot 
aad I bava to lo*a a p«Ma M a 

baraad wtilo la caiay mma^ 

Mr HciMlrlcU, tha *«t«aa prina 
g«ard wbo baadi tba tBpkTaaf M- 
lea M ^rlBfflaM MU Maal7 aaa* 

lock MMabodr ay^ tten aei tha «d 
ofthaMarT-* 

haalib car^ Dr. Sbatea wti. wa 





Question of neglect 
F«flow Inmatci cootcnd U^ priioDcr who died 
o( tumor WM denied care; teun to invodpte 
»rOlt«*T«Bry 

MM CWbt »Mr«4  r*teil 

MrtfVn *•« WW tt« M w •• 
ttU r<H«rt« *« taMtd Ma k» 
tda4Wft 

tr^ Cirr*elt«Ml IMMCMM Mtf 

<«Mk MfltfluM MM k« <tod fTM ( 
tnUnanr. 

Ml. M«t>iMMk l^MMr dM «l 
MtlMl TWr MM ffltM MatlMl 

IBM* tKbMfk w rifwJjy 
k«C|*4 (tr c*n. Baci NtoMrr, 
yrMoMTl Mf. Uf Oaflt* b*4 IMI 
M imii, MfMrae acncMsc 
\mttt\m n4 ca«U ktniy vili 
•ttkMtmaWiH- 

'U^ CktffNl <«t1t «M 1 K» 
|M|«4. M4l|tlfM tOtlr tk« ••• 
reM«4 Uk* • Itt^bn n»| horror 
0uri' bnew laMMi Du»l« Mw> 
tt» vrow Is I rahiM* fiMUb«d r»- 
cMily >• dM kUty PlMk MCHM 
e( tfc* SM f»«M<<c« CVtnicW. 

tvtryoM ur*. iaelWiM KM* 
•tail •••Itn, u« UiaMtf bf tfM 

M»4 Milt ( tamof*t«(bli|Rk«^ 
y««,* wnM tlr. UwUa. «*, • «•» 
riMM IM RAM «• ^H* U. 
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Staff insensitive 
to ailing inmate, 
prison chief says 
But he denies blame in man's death 

ByCMiveTalley 
•if b«i 4 TW (Ma «n^ Snt 

SiafT nrnbcn ai aa Arisooa 
fc^r«l pfisoo wer« tDsmntivc lo 
Ibc BfdKtl Deeds oi a Jfryear-oM 
Inouie wbo died Ibcrt last Juo*. 
b«i ibeir actions did noi cause ib« 
iDBaic's deaiti. tb< top federal 
yrtsoD ofriclal utd Fnday. 

Tbejr bad beeo opcratlDf oa 
tbi belief ibai tbls partknlar Is- 
matc. Ur Cbaffee, was Dot as sick 
as be iboucbt be was. aod tbat vat 
a atsukc' said Mkbacl Qulnlaa, 
director oC Ibe U5. Barcag of PrU- 
oos. 

iohD Chaffec. X. died oi • 
kralD luDor OD Jaoc 12 — 10 days 
^cf prlsoD offklals coDfloed bia 
10 as tsolaiioD cell la tb« belief 
that be «'is rxa((*ral)n| bis 111- 
B«s« He bad coraplaioed ofsevcr* 
headaches for wecki. 

CARE AND 
PUNISHMEKT 

MedicJne b^ftlnd b^t 

~He was ID adaloistraiivf dc- 
IcntioQ for four dajrs oo the •!»- 
laUD belief by the staff ibat b« 
was posubl]r lotoxlcaicd «bea 
•een walUof across the coa- 
pouDd." UT Quintao loM Pi< 0«i- 
lai Uotniitg ^rewt In aD lolervtew 
Prtdajr In relro^ect. be was D<M 
toloxtcated but svffeti&g froa tba 
effecu of Ibis brain t«aor * 

Tbe dajr aner be was rcteaied 
ft^oa IsoUtfott. ^IsoD doctors coo* 
tlraed a diacnoals of brain luaor 
ID Ur Cbaffee. a baok robbv. Mr. 
Qvlnlan said. K« was msbai bf 
belkopter froa tbe Federal C•^ 
ractlODal Insilmtioa near r 
PleaM sec tTAft M f aft J7^ 

Caailnaed ftMi Pa(C UA. 
to an o«is>dc bo^tat wbert b« 
4Md sU days later. 

Tbe dirccMTl commeots ttft^ 
scot a rare coonraaitoo «f loaait 
coaflalou sboat aedlcal care H« 
vowed to take steps to prevent slal* 
Ur occvrrcDccs in the futars. 

-We obviouslr do D« uariloa or 
ukc prtdf la ntttiitotks la wblcb 
oar staff li not u seDSiilvt lo aedl* 
cal cooccms as wc would Ukc' b« 
aid. 

-Tbls case bas bct|bi*ocd e«r 
caoccre abovt ibosc Issaei. and t 
ceaMoatloo of thln«s are belD| 
lUDDcd lb tcras of scnslllvlty 
tralDloi.' Ur. Qvlnlan said. lU 
ftfascd to dlKua wbeiber an/ sian 
•cabers may b« dtsci^lncd Is coo* 
•ectloawtibtbccasa. 

Hx. Qui&lan said Ur. Cbaffc*^ 
traataent Is aa exaapk of a systca- 
wlds problca poJnicd out tn a rt* 
cent cooiultaail sivdy. HB|e ft- 
tint loads and aanlpvlativt lo* 
•alts have overwbclned prisoo 
doctors aod duTlrd ibfO lo so^t 
real aedlcal needs, tbe coosaltaot 
coKlodcd. 
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itOMlbrlcss, officllls conUBd 
Cui tvidcDce canceled by medlul 
»od corrccltonal lDv»ilg«ton 
sbowi ibal ibc delayed medical diag- 
»osls aod staff ireatmeDI did DOI re- 
mit ID Mr. Cbatfees deatb, olficlaU 
uld. 

"There Is DO reasoD to coDclode 
that Mr. Cbaffee'l death. teiretlaUe 
as it nay be. was due to Improper or 
Inadequate treatment by tbe slaff." 
Mr. QulDlan said io a stalencot. 

"It Is very unlikely Ibal be would 
have lived, even if the tumor bad 
been dia(D08ed tbe first day be com- 
plained to staff about ibe bead- 
acbea,-tbe director said. 

Tbe director of ibe sprawlini fed- 
eral prison system, wblcb bouses 
nearly 55.000 inmates, said be could 
not discuss the case further because 
of aoUclpaled legal action by Mr. 
Cbaffees family. 

Instead. Mr. Quintan released a 
l^6-page summary of Ibe fiodiDgs of 
>b< Investigation in a wrilleo re- 
sponse to a federal Freedom of Inlor- 
nation Act re<)uesl filed by TTic 
News and other news organiutions 

Mr. Cbaffees father. Roscoe Chaf- 
fc*. o( Orovllle. Calif. Initially la- 
beled tbe findings a "coverupL" He 
said assigning prison employees to 
Investigate bis son's death was like 
"sending tbe fox to the hen bouse." 

He praised Mr. Quinlan, however. 
for bis honesty io revealing slaff in- 
iensitiviiy to bis son's needs 

"Pm absolutely amazed that be 
said that." Mr. Chalfee said. "Ood 
bless blra for that, but It's still no 
excuse. 
'The Inmates said Johnny was 

placed In isolation because Ibe offi- 
cials were sick and tired of him com- 
plaining." said Mr Chaffee. 70. 

Mr. Cbafree said attorneys bad 
not yet advised him on Ibe feasibil- 
ity of a lawsuit against tbe prison 
system. 

Carlton Cunn. a Los Angeles pub- 
lic defender who represented Mr. 
Chaffee io bis bank robbery trial 
said he. too, believes ibat bis client! 
• first-lime offender who never 
pulled a weapon on his robbery vie- 
Urns, was treated improperly. 

"I cant say if his life could have 
been saved" by earlier diagnosis, 
Mr. Cunn said, "but what dislurbt 
•w about It is tbe impression 
Ibal when he started to exhlbii 
•ympioBU, he was discredited aod 
treated poorly because he was an in- 

tuata had Kciuc4 yrtan offl- 
s of nrgloctfni Mr. CMTec »» 

.«e bli death al St JOKrb-ijtapi- 
la] and Medical Center In PboeolX. 

"John Cha/fee's death was a pr» 
longed, uodlgnlfled affair that tM- 
folded tike a Stephen King horror 
Dory," fellow inmate Dannie Mania 
wrote lb a column published JiUfX 
19t9, in IheSdn/VonctscoOironicla. 

Other inmates agreed that Mr, 
Cbaffees health had been deterto- 
raliag since February. By May, b« 
was begging for medical help, but 
his complaints about headaches, dlfr 
dness and impaired walking were 
Igiwred by staff members, who 
thought be wu faking an Illness, la- 
nates said. 

Si Joseph's records obulned by 
HM News show that Mr. Chaffee ar- 
rived with a diagnosis of brain la- 
mor and complaints of "severe ex- 
crudatlog beadachei" over three 
Booths, ringing of the eare aod "a 
tendency to fall to the Uft" while 
walking. 

Doctors at Si Joseph's immedl- 
alely performed surgerr- 

"While a shunt was being placed, 
he underwent arrest," medical ra- 
ports sty. He was placed on a rcsp^-. 
rator, caught' broocbopneumoolj .- 
and died on June It medical 
records state. 

An autopsy cited the cause of 
deatb as a brain tumor with Uml- 
oal broochopoeuoionla. 

Prison autboriUes began Invtslt- 
gating about a month later, aflcr 
publication of Mr. Martin's anicle 
and • series of News articles that re- 
vealed a prison system plagued by 
overcrowding, critical shonaga of 
medical slaff and lifethrealenlng 
delays in medical ireausenl 

In bis summary of tbe investiga- 
tion's findings, Mr Quinlan said nel- 
tber of the two doctors at St Jo- 
seph's who treated Mr Chaffee ehtl- 
died the care be received in prison. 

And a team of three board<ertl- 
fled physicians concluded thai 
"given the fast-growing nature and 
critical location of the tumor, sod 
the transient neurological symp- 
toms Mr. Chaffee exhjblied In the 
period immediately prior to his 
death, staff were not Degligeot In 
falUng to dlagooea the tumor ear- 
lier." Mr Qulnlu's summary laid 

The type of lumor that Mr. Chaf- 
fee had, located near the base and 
rear of his brain, is dlfllculi to dlag- 
aoae: It Is generally found In chil- 
dren aod not adults," the fuamuj 
uU. "In addition, this type of lunor 
Ua rapidly progressive lesion wlU • 
poor paUeni fngaetit for noar- 
ft- 

•r hb complaints, Mr. Oiaffc* 
uocweni * "fall neurological e«- 
amlnaiioa" by a general pracUca 
rbyslciaa al tba prisoo and Ihea 
was referred Io an outside specialist. 
Mr QuIolan said. 

After tbe medical team's report 
was presented to Mr Quinlan, he or- 
dered a "wider" inquiry by Iha 
agency^ internal Office of Inspae- 
tlons , 

"It doesol mean thai the rtpon 
was not well done or complete to tha 
level It could have been. b»l.., I 
had questions that wereol as- 
swered." Mr Quinlan said. 

Among those were q'!estloM 
posed by Inmates. About M prisoo- 
ers were unexpectedly transferred 
out of the Phoenix prison on June li 
ttter walking out of a memorial ser- 
vice for Mr. Chaffee io protest of his 
medical treatment 

The inmates said the transfers 
and alleged subsequent acu of 
harassment are retaliation for Iheir 
speaking out against their captors. 

Mr. Quinlan said the transfers 
were due to the inmates' Involve- 
ment in "a group disturbance" thai 
involved more than the walkout 

Tbe dead inmate's father said ha 
hopes the attention given the case 
will lead to better medical ircatiaeai 
for inmates. 

"Fm not looking for money," be 
said. "I'd Just like to see the dam 
thing get corrected so that it doesnt 
happen to the next guy down tba 
line." 

John Chaffee,,, h« dirt of • 
brain tumor 10 days afier 
prison officials, b«Ilcvinf ht 

wu cxaiieralinc »>1« illneM, 
confined him to an isolation 
ccIL 
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